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with 4 needed 
healing actions 


further erosion. Dosage—Gel: 2 to 4 teaspoonfuls 
every 3 hours, or as needed. Tablets: 2 tablets 
(chewed for more rapid action) every 3 hours, 
or as needed. NON-CONSTIPATING... 
NON-LAXATING TRADEMARKS 1 “BENTYL,* KOLANTYL® 


Merrell 


S'NCE 1628 


1. vital antispasmodic action—sentyL—Merrell’s 
fast, safe antispasmodic . . . relieves spasm-pain 
promptly, without atropine-like side effects. 2. 
balanced acid-neutralizing action — magnesium 
oxide and aluminum hydroxide—prompt, long- 
lasting relief . . . no laxation, no constipation. 
3. demulcent action—Methylcellulose—soothing 
protective coating covers ulcerated area, pro- 
motes healing. 4. antienzyme-antipepsin action— 
Sodium Lauryl Sulfate — effectively curbs ne- 
crotic effects of pepsin and lysozyme... prevents 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI ~- St. Thomas, Ontario 
Another Exclusive Product of Original Merreli Research 
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WHEN YOU PRESCRIBE NEW 


NOW SHE 

CAN COOK 

BREAKFAST 
AGAIN 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 
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(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1cc.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 14, Illinois > One 
dollar a copy. By subscription: $5 a year to members of the 
American Academy of General Practice, $10 a year to others 
in U.S.A.; $12 in Canada; $14 in other foreign countries. 
Entered as second-class matter at the postoffice at Kansas 
City 8, Missouri. Additional entry at Chicago, Ill. + Printed 
in U.S.A. by R. R. Donnelley & Sons Company at The Lokeside 
Press, Chicago. Copyright 1959 by the American Academy of 
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Annual Report of the Commission on Hospitals— psychologic, social and economic aspects of aging. 
It points up medicine’s stake in helping build a 
society oriented to the mature-age individual. 


The Basis for the Choice and Use of New Drugs. 


DEPARTMENTS Watrer Mopett, M.p. This scholarly article opens 
a new Practical Therapeutics series. It details 
Executive Director's Newsletter. . . . .oppositepage 8 how the utility of a new drug is. tested and also 
; , ives the physician practical advice on his best 


sources of unbiased, expert opinion on new drugs. 


The Treatment of Common Skin Diseases. EvERErr 
C. Fox, Ten skin diseases represent 75 per 

es cent of all cases requiring dermatologic care. 

Early Probing for Congenital Dacryostenosis. R. J. 
Medigrams 126 early probing. These steps will often prevent com- 

plications. 

: Psychiatric Aspects of Aging. Danii BLAIN, M.D. 
Information Please fet ee ey ee This is a timely article devoted to the aged and 
aa : aging. The author classifies psychiatric conditions 

Stale Officers’ Conference on September 26-27 to Have Railroad Theme wa 
scaling Events in the Nation’s Capital . . . News from the @P Quis. Published semiannually, this quis 
GP scientific articles from January through June, 
AMA Washington Report. . . . . .. . . 245 1959. 

: semiannual conference is prepared from a hospital 
recording of the extemporaneous remarks of a 


clinician who has studied the protocol but is other. 
wise unfamiliar with the case. Readers are invited 

GP june 1959 3 to study the case presentation and clinical discussion 
and to decide whether or not they agree with the 
discussor. 
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Only the label telis you the B-vitamins are present 


first vitamin product ever 
with tasteless B 


new, improved Poly-Vi-Sol°* tablets 


6 essential vilamins, Mead Johnson 

® Improved formulation—20% more 
vitamin C and more B-complex, too. 

® Now adequate for children of all ages. 


® Delicious, and do not contain carbo- 
hydrates which promote dental caries. 


She’s eager for vitamin time 
because the typical B-vitamin 
taste and odor have been masked. 


chewable | 


Symbol of service in medicine 
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PUBLISHER'S MEMO 


**ADVERTISING which can be misinterpreted under any 
circumstances is admittedly questionable.” 

Honest confession, it is said, is good for the soul. 
So, with an almost audible heave, a leader among 
America’s pharmaceutical manufacturers pronounces 
this mea culpa. 

It’s part of a three-page memorandum to editors of 
pharmaceutical and medical journals. The memo re- 
buts animadversions toward the industry in general 
(and the sender in particular) expressed in Saturday 
Review early this year and echoed in newspaper follow- 
ups. An advertisement in question shows calling cards 
of physicians from several communities and medical 
specialties. The idea was to symbolize extent of ac- 
ceptance and use of the product. 

It was seen by at least one hawkshaw who chose to 
interpret the cards as endorsements by the individuals 
named. Seeking fuel for an exposé of drugs and doctors 
(always good on the newsstand), he hied him to the 
telephone office and began thumbing directories. At 
last he was satisfied. Just as he suspected, there weren't 
any such doctors. The ad was a fraud! 

You can appreciate that the advertising agency that 
created the piece, a firm of responsibility and repute, 
had not anticipated this reaction. The agency had 
scrambled names and towns and checked to see that no 
such physicians lived where the cards said. 

They scarcely needed testimonials. The product, on 
the market seven months at the time, had been certi- 
fied by the government, sampled and detailed to virtu- 
ally every practicing physician in the United States. 
The advertisement listed references to reports in the 
literature testifying to the drug’s efficacy. But these 
factors, if considered by the press, carried no weight. 
The advertisement was palpably a misrepresentation. 

The manufacturer, contrite but stung by the indict- 
ment, may have overreacted in its apologia: ““Today all 
advertising copy of any kind is not only developed by 
physicians, but must be approved by other physicians 
on our staff as well as by our medical director.” Few 
could quarrel with the practice of sending finished 
copy to doctors for additions or corrections. But to 

limit its development exclusively to physicians seems 
little more than a reflection upon the probity, skill or 
taste of nonphysician writers. 

In any case, the health industries and professions 
can ill afford improvident communication in today’s 
climate. In their advertising and publicity they must 
be, like Caesar’s wife, above suspicion.— M.F.C. 
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mind and muscle 


in skeletal-muscle disabilities... 


for whole-patient response in spasm, 


Of all muscle relaxants in current use, only mepro- 
bamate is supported by hundreds of clinical studies 
that demonstrate relaxing action on both brain and 
skeletal musculature. This is why EQUANIL stands 
as the obvious choice of many physicians concerned 
with whole-patient response. EQUANIL reduces mus- 
cular spasm and tension, aids in the restoration of 
mobility, speeds rehabilitation, lessens the emo- 
tional overlay.'-* Its margin of safety is shared by 


few agents in medical practice. 


1. Mitchell, E.H.: M. Ann. District of Columbia 27:190 
(April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. J. 
M. Sc. 235:448 (April) 1958. 3. Vazuka, F.A.: Neurology 
8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:350 
(April) 1958. 5, 6. Wein, A.B.: M. Ann. District of Colum- 
bia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. 


Wyeth 


Philadelphia 1, Pa. 
Meprobamate, Wyeth 
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SIGNIFICANT EVENTS 


Would Revise Hospital >» Contending that the program of the Joint Commission on 

AccreditationProgram Accreditation of Hospitals has "led to the establishment of 
bureaucratic dogmatism" and "unrealistic rules and regula— 
tions," the Arizona Medical Association wants the entire 
program placed under the jurisdiction of the state medical 
societies. The resolution, passed May 2, will be used to 
tailor a similar resolution to be introduced at the AMA's 
June Atlantic City meeting. 

The Arizona state society points out that the JCAH program 
does not consider "varying local conditions," adding that 
channels of communication have apparently broken down. The 
key to the Arizona plan is a provision that "...the rules 
and regulations of the Joint Commission, insofar as they 
pertain to professional standards, including medical rec-— 
ords, shall be effective only when approved by the governing 
board of the State medical associations or by a body con-— 

stituted by the governing board for this purpose on a state 
level." 


NIH Research Budget > After calling the Administration's medical research budget 
Termed “Confusing” the "worst and most confusing" ever submitted, the House 


voted a record $344 million 1960 budget for the National 
Institutes of Health. The Administration had requested $294 
million. 

Earlier, HEW Secretary Flemming denied that the smaller 
budget could be termed "a backward step." He also denied 
that "inaccurate" figures were used as part of a "desperate 
attempt" to come up with a balanced budget. 

The House, apparently crammed to the cloakrooms with self— 
styled medical research experts, called for more emphasis 
on allergy, gastroenterology and juvenile delinquency. The 
Health Appropriations Subcommittee is headed by Representa— 
tive John E. Fogarty (D-R.I.). 

The Bayne—Jones Committee has pointed out that the NIH 
budget can profitably be increased to $350 million by 1970. 
By tacking on another $6 million, the House could have been 
ten years ahead of schedule. 


A Four-Cent Stamp > Two Democratic congressmen have suggested a new way to 

For Only Six Cents? raise money for NIH research. Senator Richard L. Neuberger 
(Ore.) and Representative Herbert Zelenko (N.Y.) have intro-— 
duced companion bills to authorize the sale of a four-—cent 
stamp that would sell for six cents. The extra two cents 
would go to the NIH. Less affluent citizens could still 

buy a four-—cent stamp for four cents. 


Mm, 

f 

= 

0 

J. 
y 

n- 


Texas State Society 
Bans Fixed Fees 


Maryland to Study 
Compulsory Plan 


Simpson-Keogh Bill 
Is Probably Doomed 


>» The Texas Medical Association wants no part of closed 
panels, fixed fees, third parties or other related evils. 
At its recent San Antonio meeting, the association added a 
by-law prohibiting an organization from establishing fee 
schedules for TMA members. 

Although the TMA can't determine who establishes what, it 
can now put the "unethical" brand on any member who works 
for a closed—panel plan. The association contends that the 
principle of free choice is “incontrovertible, unalterable 
and essential to good medical care, without qualification." 

Dr. James D. Murphy, now serving his fifth term as speaker 
of the Academy's Congress of Delegates, told GP that the 
TMA "will not go along with contract plans that build a 
wall between a patient and the physician of his choice." 
Dr. Murphy is vice speaker of the Texas state society. 

It now seems likely that Texas AMA delegates won't look 
with favor on the Commission on Medical Care Plans report. 
The report, destined to be the controversial highlight of 
the AMA's June Atlantic City meeting, will be hotly debated 
all over the boardwalk. Colorado delegates have already 
been instructed to oppose any section that opens the door 
to third-party plans. 


> Another state society, the Medical and Chirurgical Faculty 
of Maryland, seems to share the Texas—Colorado point of 
view. Meeting in Baltimore, the Maryland House of Delegates 
voted to study a resolution aimed at closed—panel plans. 
The resolution would have forced all Maryland physicians to 


join the state society or be barred from the practice of 
medicine. 

Delegates voted to refer the resolution because it raises 
certain "moral and ethical problems which must not be treat- 
ed lightly." Many Maryland delegates feel that compulsory 
membership would be advantageous in negotiating with unions 
and other third parties. 


> There are continuing indications that the old Jenkins— 
Keogh bill, now known as the Simpson—Keogh bill, will never 
get off the ground. Already passed by the House, it's now 
sitting silently in the Senate. It made this much progress 
last year, only to be pigeon—holed by a parliamentary tech- 
nicality. The bill would let self-employed persons estab- 
lish tax-deferred retirement income funds but would simul- 
taneously cut the total tax take. 

Even if the bill gets through the Senate, and this is an 
optimistic prognosis, Eisenhower will probably kill it with 
a veto. The Treasury Department advises it can't afford 
an estimated $400 million tax revenue loss. 

During his tenure in the White House, the President has 
vetoed more than 125 bills and on no occasion has Congress 
been able to override an Eisenhower veto. 


—M.F.C. 
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when pollen allergens 
»», attack the nose... 


: Triaminic provides more effective therapy in 
+ respiratory allergies because it combines two 
antihistamines”* with a decongestant. 


+ These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation.* 
* This is not enough; by the time the physician is called on to 


x? pe provide relief, histamine damage is usually present and should 
be counteracted. 
e 
The decongestive action of orally active phenylpropanolamine 
PS are helps contract the engorged capillaries, reducing congestion 
ee : and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.*.5 
TRIAMINIC is orally administered, systemically distributed and 
Che °. reaches all respiratory membranes, avoiding nose drop addic- 


tion and rebound congestion.®.7 TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 


¢ References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
- and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
‘ 19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


Triaminic 


Also available: TRIAMINIC SYRUP for those 
clock freedom from hay fever and 
other allergic respiratory symp- patients of all ages who prefer a liquid 
toms with just one tablet q. 6-8 h. medication. Each 5 ml. teaspoonful is 
the special timed- equivalent to Triaminic Tablet or 
= Triaminic Juvelet. TRIAMINIC JUVELETS 
Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 


Tablet with the same timed-release action 
Pheniramine. 25 mg, 
Pyrilamine maleate..............0::s00:000: 25 mg. for prompt and prolonged relief. 


running noses and open stuffed noses orally 


SMITH-DORSEY ° a division of The Wander Company « Lincoln, Nebraska * Peterborough, Canada 
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D.C. 


Psychiatry: George A. Constant, M.D., Victoria, Tex.; O. Spur- 
geon English, M.p., Philadelphia, Pa.; Jan Stevenson, M.D., 
Charlottesville, Va.; Stewart Wolf, Jr., M.p., Oklahoma City, 
Okla. 


Radiology: Earl E. Barth, M.p., Chicago, Ill.; Ross Golden, M.p., | 


Los Angeles, Calif.; E.P. Pendergrass, M.p., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, M.p., 
Tucson, Ariz.; John W. Sigler, m.p., Detroit, Mich. 


Tropical Medicine: W.A. Sodeman, Jr., M.D., Philadelphia, Pa. 
Urology: J.A. Campbell Colston, m.p., Baltimore, Md.; Robert 
Lich, M.p., Louisville, Ky. 
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This Month's Authors 


Robert S. Baldwin, M.D. coauthored “Diabetes in Pregnancy” with colleagues 
G. G. Griese, M.D., J. R. Heersma, M.D. and R. F. Lewis, M.D. For many years, 
Dr. Baldwin’s chief interest has been the management of the patient with diabetes 
mellitus. A graduate of the University of Chicago and Rush Medical College, the 
Marshfield, Wis., physician took his internship and residency at two Chicago 
hospitals, Cook County and Presbyterian Hospital. At the present time, Dr. 
Baldwin is medical editor of the Wisconsin Medical Journal and is a member of the 
internal medicine department of two Marshfield medical centers, St. Joseph’s 
Hospital and the Marshfield Clinic. Page 109 


Thomas E. Cook, M.D. is a medical officer of the Veterans Administration, 
currently serving as orthopedist to the outpatient department, Lisbon VA Hos- 
pital, Dallas, Tex. In addition to his hospital duties, Dr. Cook also serves as 
orthopedic examiner for both the Railroad Retirement Board and the Civil Service 
Retirement Board. Prior to joining the Veterans Administration, he had a private 
practice in Dallas and was industrial surgeon for a local petroleum company. A 
graduate of the University of Texas Medical Branch, Galveston, Dr. Cook served 
in four New York hospitals, including the Hospital for the Ruptured and Crip- 
pled. His article is ‘A Study of the Degenerated Disc.” Page 84 


George A. Hallenbeck, M.D. was graduated from Northwestern University 
Medical School and served his internship at the Virginia Mason Hospital, Seattle, 
Wash. In 1940, he returned to Rochester, Minn., his home town, to serve as a 
fellow in physiology at Mayo Clinic. Four years later, Dr. Hallenbeck received his 
doctorate in physiology. He was in the Army Medical Corps, attached to the Air 
Force, for three years, but returned to Mayo’s after his discharge. Dr. Hallenbeck, 
who is both a consultant in surgery at the clinic and an associate professor of 
surgery at Mayo Foundation, University of Minnesota, is the author of “Surgery 
in the Aged.” Page 89 


Vincent P. Hollander, M.D. is the author of “Problems in the Management of 
Patients with Endocrine Ablation.” Dr. Hollander has been in the field of medical 
education 20 years and is now associate professor of internal medicine, University 
of Virginia, Charlottesville. He received his medical degree from Northwestern 
University Medical School and a doctorate in biochemistry from the University of 
Chicago. In 1957 Dr. Hollander was named a special consultant to cancer chemo- 
therapy, National Service Center. His professional memberships include the 
Society for Experimental Medicine and Biology, the American Federation of 
Clinical Research and the American Society for Cancer Research. Page 99 


Kenneth R. Magee, M.D. received his medical degree from the University of 
Chicago, and he chose the University Hospital, Ann Arbor, Mich., for both his 
internship and residency. He was a clinical associate at the National Institute of 
Neurological Diseases and Blindness from 1954 to 1956. Currently, Dr. Magee is 
a consultant neurologist at Ann Arbor’s Veterans Administration Hospital. He 
is also associate professor of neurology at the University of Michigan. A previous 
Practical Therapeutics author, Dr. Magee’s article, “The Treatment of Myas- 
thenia Gravis,” is the last of the series of twelve from the University of Michi- 
gan medical faculty. Page 116 
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WHEN HE OVERREACTS 


The overreaction of patients to everyday occurrences is often 
a threat to their well-being. Mebaral reduces restlessness and 
irritability,! and patients become less easily upset. It has the 
advantages of “... extremely low incidence of toxicity ...”2 
and a familiar sedative effect. Mebaral does not produce 
sedative daze.5-® Many physicians prefer the sedative effects 
of Mebaral to those of phenobarbital.2-7-1° 


For daytime sedation—%% grain, %4 grain, and occasionally 
1% grains three or four times daily. 


MEBARAL 


brand of mephobarbital 


SEDATION WITHOUT SEDATIVE DAZE 


Bibliography: 1. Brown, W. T., and Smith, J. Au 5 Sra. M: J. 46:582, June, 1953. 
2. Berris, H.: Neurology 4:116, Feb., 1954. 3. Bak r, A. B.: Personal communica- 


tion. 4, Johnston, C.: North Carolina M. J. 8:121, "Tien, 1947. 5. Smith, J. A.: 


Am. Pract. ¢ Digest Treat. 4:1, July, 1953. 6. Smith, J. A-: 
. J. A.M.A. 152:384, May 30, 1953. 7. Briggs, J. F.: Minne- 
sota Med. 34:1082, Nov 2951. 8. Briggs, J. F., and Bel- " 
lomo, J.: Dis. Chest 34 ee kh 1958" 9. McCullagh, 
W. H.: J. Florida M. A 1955. 10. Cohen, 
W. M. A. 41,718, ‘ed, 227:336, Aug. 
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New York 18, N.Y. 


ANY SITUATION 


A stumble seems a plunge 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


How Long Between Boosters? 


Dear Sirs: 

In the article by Drs. Maurer and Fuchs in the February 
issue of G Pit is implied that a booster dose of tetanus toxoid 
to a previously immunized patient will give protection re- 
gardless of the length of time since the last dose of the 
toxoid. 

The literature is rather confused, giving maximum inter- 
vals ranging from 4 to 11 years as the longest limits ade- 
quate protection might be obtained. Several authors have 
also noted that not all patients could be so stimulated and 
state that booster doses of tetanus toxoid may not be relied 
on in all patients after “several” years have elapsed. 

In as much as many patients received their last dose of 
tetanus toxoid on separation from military service as long 
as 15 years ago, can I expect these patients to be adequately 
protected from tetanus by a booster dose of 0.5 cc. of tetanus 
toxoid ? 

T. G. Bices, JR., M.D. 
Biggs and Golson Clinic-Hospital 
Oak Grove, La. 


Dr. Biggs’ inquiry was referred to the authors. Dr. Murray 
L. Maurer advised as follows.—PuBLISHER 


Dear Dr. Biggs: 

You question whether or not a booster dose of 0.5 cc. of 
tetanus toxoid will adequately protect an individual whose 
last dose of tetanus toxoid (after prior active immunization) 
was administered as long as 15 years before. As of now, to 
my knowledge, no study has been done to prove that a 
protective serum antitoxin level can be reached, after a 
booster dose of tetanus toxoid, in individuals who received 
their prior active immunization 15 or more years before. 

‘tafford, Turner and Goldman in 1954 studied 72 vet- 
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erans whose last tetanus toxoid injection had been adminis- 
tered 5 to 11 years before. All had a measurable serum anti- 
toxin level initially and 75 per cent had serum levels of 0.05 
Units/ML or higher (0.1 Units/ML is accepted as the pro- 
tective level). In all 72 of these individuals, the serum anti- 
toxin level began to rise within four to five days after a 
booster dose of tetanus toxoid. At 14 days, the level was at 
least 10 Units/ML in nearly all. 

One might conclude from this that adequate protection 
remains even after 15 years. : 

However, since the question as to the actual value of a 
prophylactic injection of tetanus antitoxin has been re- 
peatedly raised, the safest procedure, it appears, would be 
to urge the active immunization of all persons, and then 
maintain their level of immunity with booster doses of 
tetanus toxoid every four to five years. 

Murray L. Maurer, M.D. 

Jamaica, L. L., N. Y. 


Plaudits from VIPs 


On the occasion of the Academy's 11th Annual Scientific 
Assembly in San Francisco and the formal enrollment of its 
25,000th member, Dr. Charles H. Ewing, the Academy was 
the recipient of congratulations from medical and national 
leaders in this country and abroad. President Eisenhower led 
the group of well wishers. His letter and several of the other 
pre-Assembly messages follow.—PUBLISHER 


Dear Dr. Jackson: 

It is a pleasure to send greetings to the members of the 
American Academy of General Practice assembled on the 
occasion of their 11th annual meeting. 

Our family physicians add basic strength to medical 
practice in this country. It is natural to turn to them first 
in our search for better health. In addition, they are also 
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friend, confidant and mentor to the patients who come 
under their care. 
I am delighted to add my best wishes for a splendid meet- 
ing in San Francisco. 
Dwicut D. EisENHOWER 
President of the United States 
The White House 
Washington, D. C. 


Dear Dr. Jackson: 

From a few thousand members in 1947 to 25,000 mem- 
bers in 1959 . . . another big milestone in the life of the 
American Academy of General Practice. Congratulations 
to you and your organization! 

With the induction of your 25,000th member at the 11th 
Annual Scientific Assembly in San Francisco, the stature of 
the American Academy of General Practice has grown to 
the point where it holds rightful place among the great 
medical organizations of the world. 

During the years since its founding, your Academy has 
been in the fortunate position of being guided by some of 
the finest physicians in American medicine; men not only 
dedicated to the job of revitalizing general practice and 
returning it to the place and stature of distinction it de- 
serves, but men whose devotion and inspiration have re- 
bounded time after time to the benefit of the whole pro- 
fession, and mankind which it serves. 

The sacrificial labors of all officers, members of your 
Board of Directors, members of your Congress of Delegates, 
state chapter officers, and a dedicated headquarters staff 
accounts for the marked progress of the Academy. And 
there is particularly another man, whose depth and breadth 
of thought has helped immeasurably the growth of your 
organization. 

I refer to your executive director, Mac F. Cahal. In honest 
and admirable ways, he has, for the past 12 years, skillfully 
imparted his ideals to those about him. You can take just 
pride in his guidance and his leadership. 

Together, all of you have gained for the Academy obvious 
achievements . . . a vigorous self-improvement program for 
members, a larger membership, a new headquarters build- 
ing and an excellent medical journal; all of these things 
within a span of a few short years. These outstanding 
achievements help to improve not only the art and science 
of medicine, but they restore the close personal relationship 
between doctor and patient, so vital in the practice of 
medicine today. 

With these thoughts, I can only hope that your future 
will be as bright and rewarding as your past. 

GuNNAR GUNDERSEN, M.D. 
President 


American Medical Association 


Dear Dr. Jackson: 

On the occasion of the 11th Annual Scientific Assembly 
of the American Academy of General Practice in San Fran- 
cisco, the Army Medical Service sends you greetings and 
con vratulations. 


GP june 1959 


The enrollment of the 25,000th member of the Academy 
during your Annual Session expresses better than words 
the tremendous growth and progress your organization 
has made in the past decade. The medical profession has 
great appreciation for the contributions to American 
medicine that is being made by the family physician. Your 
efforts to promote and maintain higher standards of gen- 
eral practice of medicine and surgery; your training pro- 
grams to better qualify recent graduates from medical 
schools in this field; your postgraduate work for practi- 
tioners in need of refresher courses and your contributions 
to public health are most commendable. Your efforts are 
fundamental to our national health program and have cer- 
tainly been one of the key factors in making the medical 
care of our country second to none. ; 

I am happy to report to you that our General Practice 
Residency Program at Ireland Army Hospital, Ft. Knox, 
Ky. is most successful. The participants are enthusiastic 
and we are all most pleased with their professional compe- 
tence. 

Please convey my best wishes to your membership. 

S. B. Hays 
Major General 
The Surgeon General 
Department of the Army 


Dear Dr. Jackson: 

I was very pleased to learn that the American Academy 
of General Practice will soon enroll its 25,000th member. 

This outstanding event, coming as it does on your 11th 
Annual Scientific Assembly, symbolizes the greater recog- 
nition of the importance of the general practitioner which 
has been achieved by the American Academy of General 
Practice. 

On behalf of Major General Oliver K. Niess, USAF (MC), 
the Surgeon General, and myself, please permit me to 
extend professional greetings to you and the members of 
the American Academy of General Practice, together with 
our wishes for your continued success. 

F. McItnay 

Major General, USAF (MC) 
Deputy Surgeon General 
Department of the Air Force 


Dear Dr. Jackson: 

It gives me great pleasure to greet you on this memorable 
occasion depicting the growth of the American Academy of 
General Practice to 25,000 members. 

Just 11 short years ago, a few of you who recognized the 
need and importance of general practitioners in this world 
of specialization, pioneered the organization and establish- 
ment of the American Academy which would bring pro- 
fessional recognition to this group of eminent physicians 
who have stood fast in the practice of general medicine. It 
was not an easy task, and you are to be commended not 
only on the size of your group but upon the excellence of 
the standards and requirements for membership and prac- 
tice which you have established. 
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the house-call antibiotic 


e wide range of action is reassuring when 
culture and sensitivity tests are imprac- 
tical 


e effectiveness demonstrated in more 
; than 6,000,000 patients since original 
product introduction (1956) 


glucosamine-potentiated tetracycline 
with triacetyloleandomycin 


More than 90 clinical references attest to _ 

* the superiority and effectiveness of Cosa- _ 
Signemycin (Signemycin). Bibliography 
and professional information booklet 
available on request. 


Pfizer) Science for the world’s 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 


4% he capsules oral suspension pediatric drops 
125 mg., 250 mg. raspberry flavored, raspberry flavored, 
2 oz. bottle, 125 mg. 10 ce. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100 mg. 
per cc.) 
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All of us who took the Hippocratic Oath pledged our- 
selves to the ethical practice of high standards of medicine 
to the best of our individual abilities, and, like all other 
rights in this great country of ours—ours is the right to 
choose whether it be in the general practice of medicine 
or by specialization. All of us are interested also in ever 
striving to improve the standards of professional training 
and medical care on a nationwide basis, civilian and mili- 
tary alike. 

Thus, the collective experience, training and abilities of 
the large membership of your Academy, being organized 
and operated as they now are, afford a medium for the 
effective dissemination of knowledge—that could not pos- 
sibly be available to any physician working alone, regardless 
of how great a man he might be. 

America has rightfully earned its position as leader in 
the world of medicine and it is through the contributions 
of organizations such as yours that we shall maintain that 
position. 

On behalf of the Medical Department of the Navy, I ex- 
tend to you and the members of the Academy best wishes 
for your continued success. 

B. W. Hocan 

Rear Admiral, MC, USN 
Surgeon General 
Department of the Navy 


Dear Dr. Jackson: 

The enrollment of your 25,000th member in the Ameri- 
can Academy of General Practice is a signpost on medi- 
cine’s progressive march which general practitioners in 
Canada and abroad, will mark with sober appreciation and 
great encouragement to their own efforts. 

The College of General Practice (Medicine) of Canada 
is particularly cognizant of the progress this 25,000th mem- 
ber of your Academy represents because we have kept more 
than a neighbour’s eye on the development of the American 
Academy. 

We understand your aims and objectives because ours are 
so much akin. And we can appreciate the true significance 
of a 25,000 membership in the Academy because we realize 
the basis on which it has been recruited. 

The real significance, as we see it, is in the fact that you 
have achieved your present enrollment with higher mem- 
bership standards. The compulsory requirement of contin- 
uing postgraduate study as a condition of membership is 
om essential element in your Academy as it is in our Col- 
lege. 

This does narrow the membership potential to those you 
can help and to those who can help you toward the better 
practice of general medicine. We wish you continued 
success, 

W. V. JoHNSTON, M.D. 
Executive Director 
College of General Practice 
(Medicine) of Canada 
Toronto, Ont. 
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Dear Dr. Jackson: 

It is with special pleasure that I extend to you and the 
members of the American Academy of General Practice, on 
behalf of myself and the organization which I represent, 
congratulations and best wishes on the occasion of your 
llth Assembly. Particular significance, it seems to me, 
lies in the fact that you are about to admit your 25,000th 
member. Our special congratulations to him who, with 
other members, will represent all that is best and good in 
the practice of medicine. 

Yours has been an exciting challenge—the challenge of 
rapid changes in a world of remarkable fluidity in all fields 
of political, economic and scientific thought. 

Particularly well have you met the challenge of the 
changing structures of medical practice itself: the develop- 
ment of an imposing array of specialized disciplines and 
arts of practice, the changing trends throughout the years 
in the techniques and approaches of medical education, and 
the application of basic sciences and technologies to the 
advancement of the healing arts. 

So effectively have these challenges been met that you 
have become a strong, dynamic and balancing force in the 
fields both of medical education and practice, and so much 
a part of family life that you are indeed an essential factor 
of the American way of living. You have a just right to be 
proud of these accomplishments. 

Grorce F. 
; President 
Pharmaceutical Manufacturers Association 


Dear Dr. Jackson: 

LD. John G. Walsh, chairman of your Board of Directors, 
notified me the other day that you have enrolled the 
25,000th member of the Academy of General Practice. 
Please accept my heartiest congratulations on this felicitous 
occasion. 

I certainly hope that the American Academy continues 
to do the excellent job of postgraduate training and the 
raising of standards that it has so far achieved and I am 
proud to be a member of your organization. 

T. Eric ReyNoups, M.D. 
President 
California Medical Association 


Dear Dr. Jackson: 

I have learned that the 25,000th member of the Ameri- 
can Academy of General Practice is to be enrolled at your 
Scientific Assembly in San Francisco. Congratulations are 
certainly in order on the achievement of this milestone. 

The American Hospital Association has enjoyed a close 
working relationship with the American Academy of Gen- 
eral Practice in the past, and we look forward to growing 
cooperation in the future. The association stands solidly 
beside you in your efforts to improve patient care. 

Ray AMBERG 
President 


American Hospital Association 
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RICH. UNCLE 


Here’s Rich Uncle Fred’s favorite picture of himself... a 
print from his ulcer x-ray. One of the first ever taken clinic- 
ally, it cost him a fortune. 


Unfortunately, in those days not even Fred’s great wealth 
could buy him the antacid medication he needed. Today, 
though, all your peptic ulcer patients can have the low cost, 
lastingly effective pain relief and acid control of Gelusil . . . 
the antacid adsorbent Rich Uncle Fred should have had. 


Especially important to your hospitalized patients . . . Gelusil is 
all antacid in action . . . contains no laxative . . . does not 
constipate. Prescribe Gelusil, the choice of modern phy- 
sicians, for every antacid need. 


GELUSIL 


the physician’ s antacid 


MORRIS PLAINS. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Roy T. Lester, M.D. 
Third Time’s a Charm 


Once acain, AMA Executive Vice President F. J. L. Blasingame has 
announced the appointment of a new manager for the AMA Wash- 
ington office. Dr. Roy T. Lester, medical director of Blue Cross-Blue 
Shield of Texas for the last five years, will soon take his turn at the 
Washington bat—the third man to do so in the last year. The young 
(43) Dallas physician, who is a clinical instructor in surgery at South- 
western Medical School, received his medical degree from Tulane 
University in 1939. During World War II, he was with the Army 
Medical Corps five years, serving in the Caribbean theater. In 1950, 


Dr. Lester entered private practice in Abilene, Tex., specializing in 
thoracic surgery. He is a diplomate of both the American Board of 
Surgery and the Board of Thoracic Surgery and a fellow of the 
American College of Surgeons. Other memberships include the 
Southwestern Society of Nuclear Medicine and the Texas Traumatic 
Surgical Society. 


William R. Kirkham 
The Students’ Choice 


A sENIOR at the University of Oklahoma School of Medicine has been 
named president of the Student American Medical Association. 
William R. Kirkham, who has already earned a doctorate degree in 
biochemistry, was the choice of delegates attending the annual SAMA 
meeting in Chicago. Mr. Kirkham, who is 35, received three degrees 
from the University of Missouri and served as a research associate in 
the university’s dairy husbandry department two years. He was an 
Atomic Energy Commission predoctoral fellow from 1950 to 1952 
and a USPHS postdoctoral fellow the two following years. In 1956, 
Mr. Kirkham joined the Oklahoma State University faculty as assistant 
professor of biochemistry. The new president, who was an intelligence 
scout in both the Pacific and European theaters during World War 
II, plans to specialize in psychiatry. He is an associate member of the 
society of Experimental Biology and Medicine and a member of the 
Oklahoma Academy of Science. 
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The Hon. Lister Hill 
Statesman of Health 


“The doctor is the mind, the spirit, the genius of 
medicine. The doctor is ever the central figure in the 
drama of medical care. All else is to assist him to do 
his best, to help him achieve the best possible results.” 
These are the words of the Hon. Lister Hill, senior 
Senator from Alabama, and winner of the 1959 Health- 
U.S.A. Award. Often called the ‘‘statesman of health,” 
Senator Hill has helped fashion the tools and lay the 
foundations to assist the doctor in bringing about the 
“Golden Age of Medicine.” He is chairman of the 
Senate Committee on Labor and Public Welfare, a 
committee that has jurisdiction over all legislation on 
public health, medical research and hospital and 
training programs. And, as chairman of the subcom- 
mittee for appropriations in the health field, he has a 
“right smart to say” about the money for these pro- 
grams. Senator Hill has been a major influence in 
building legislative landmarks attacking the four prob- 
lems of modern medicine—health facilities, federal 
support for medical research, training programs and 
preventive medicine. One Hill-sponsored act alone has 
brought more than 4,000 hospitals, health centers and 
health facilities to the country. His latest contribution 
to the world health picture is a resolution urging the 
establishment of an international medical research pro- 
gram for a “war on disease.” 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, will appear here monthly. 


*Classified by the Commission on Eaucation as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Jun. 15-17. University of Minnesota, course on gynecology for 
general physicians, Minneapolis. (15 hrs.) 

*Jun. 15-19. University of Colorado, course on special topics in 
internal medicine, Denver. 

*Jun. 17-18. University of Rochester and Rochester Region Hos- 
pital Council, course on obstetrics and gynecology, University 
of Rochester Medical Center, Rochester, N.Y. (/4 hrs.) 

*Jun. 19-20. Montana chapter, annual meeting, East Glacier 
Lodge, Glacier National Park. 

*Jun. 19-21. West Virginia chapter, seventh annual meeting, 
Daniel Boone Hotel, Charleston. 

*Jun. 21-23. Maine chapter, annual scientific meeting, Semoset 
Hotel, Rockland. 

*Jul. 6-10. Adirondeck Counties (New York) chapter, American 
Trudeau Society and Saranac Lake Medical Society, eighth annual 
symposium for general practitioners on tuberculosis and other 
chronic pulmonary diseases, Saranac Lake. (26 hrs.) 

Jul. 16-17. University of Oregon, Oregon State Medical Society 

and Oregon Division of the American Cancer Society, cancer 
postgraduate courses, University of Oregon, Portland. 
(8 hrs.) 

Jul. 16-24. Canadian Medical Association and British Medical 

Association, annual meeting, Edinburgh, Scotland. 


*Jul. 20-23. New Mexico chapter, annual meeting ond Ruidoso 


Summer Clinics, Navajo Lodge, Ruidoso. (14 hrs.) 
Jul. 27-31. First international Conference on Mental Retardation, 
Portland, Me. 
*Jul. 29-Aug. 15. University of Southern California, second 
annual refresher course, on board The S. S. Lurline and at 
the Princess Kaiulani Hotel, Honolulu, Hawaii. 
Aug. 30-Sep. 4. World Medical Association, world conference 
on medical education, Palmer House, Chicago. 
Sep. 7-12. World Medical Association, 13th general assembly, 
Montreal, Canada. 

*Sep. 9-11. Oregon, Washington, idaho and Montana chapters, 
first northwest regional meeting in conjunction with the Sommer 
Memorial Lectures, Portland, Ore. (15 hrs.) 

*Sep. 16-17. Ohic chapter, annual meeting, Franklin County 
Veterans Memorial, Columbus. (/0 hrs.) 

*Sep. 20-22. Wisconsin chapter, annual meeting, Milwaukee Avu- 
ditorium, Milwaukee. (10 hrs.) 

*Sep. 22-23. Minnesota chapter, ninth annual refresher course, 

Hotel Radisson, Minneapolis. (12 hrs.) 

*Sep. 23-24. Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

Sep. 23-25. Oregon State Medical Society, 85th annual session, 
Memorial Armory, Medford. (15 hrs.) 

*Sep. 25. American Academy of General Practice, University of 
Kansas and Lederle Laboratories, Annual Symposium on Infec- 
tious Diseases, Battenfeld Auditorium, University of Kansas Medi- 
cal Center, Kansas City, Kan. 

Sep. 26-27. American Academy of General Practice, Annual 
State Officers’ Conference, Hotel Muehleboch, Kansas City, Mo. 

*Sep. 27. Massachusetts chapter, annual meeting, Statler-Hilton 
Hotel, Boston. 

*Sep. 27-29. lowe chapter, annual meeting, Savery Hotel, Des 
Moines. 

*Oct. 1-2. South Carolina chapter, annual meeting, Clemson 
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For your ambulant asthmatic..."“Airina hurry !”’ 


N ephenalin:®, the square purple tablet that relieves asthma with nebulizer speed for 4 full J, 
hours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the § 
tongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo- 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (3g gr.) and phenobarbital (14 gr.), for sustained 
oa protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 
20 and 100 tablets. Also available: NEPHENALIN PEDIATRIC. Leeming nau veux 
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The Lowly X-Ray 


WE WERE REMINDED the other day of Mr. Bumble’s 
remark about the law: “If the law supposes that, the 
law is a ass, an idiot’’! This feeling of helpless indigna- 
tion came to us when we read a recent decision 
rendered by Circuit Court Judge M. Eugene Baker of 
Wisconsin. 

In handing down an injunction limiting the per- 
missible acts of chiropractors in his progressive state, 
the good judge’ put severe restrictions on such back- 
door healers. Among other things, the injunction 
forbids the defendant chiropractor to use the title 
“doctor ;” to puncture the skin or take blood samples ; 
to advise on dietary habits; to prescribe, dispense, 
advise or suggest food supplements or vitamins and to 
practice psychosomatic medicine. Further, the court 
forbids chiropractors to use a wide variety of pseudo- 
scientific machines such as “DeWell’s Detoxicolon,” 
“Plasmatic Machines,” “Raylax Tables,” “Myofascia- 
tron Low Volt Generators” and a score of others. 

“Other machines,” said the court, “may not be 
used, except the x-ray and the ‘Microdynameter.’ ” 

Of all the mechanical contrivances listed by the 
learned court, surely the x-ray is the one which should 
be restricted to medically trained hands. The x-ray is 
a lethal agent. In the hands of a chiropractor or other 
nonmedical practitioner, it can do enormous harm. 

Aside from possible injuries from excess radiation, 
there is the typical and all-too-frequent danger of 
pointing to shadows and indicating that they review a 
pathology—when the fact is, they do not. Or, even 
worse, there is a tendency to overlook .pathoiogy 
which a properly trained individual, with proper 
technique, would recognize. 

GP has no objection to chiropractors using a “Myo- 
fasciatron Low Volt Generator” or a “DeWell’s De- 
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toxicolon.”” However, we think it borders on the 


criminal to permit chiropractors to use the roentgen 
ray. 


Phenothiazine-Induced Agranulocytosis 


The New England Journal of Medicine for February 19, 
1959, published a series of case reports that exemplify 
the most dramatic and dangerous of the toxic effects 
induced by phenothiazine derivatives. These drugs, 
now marketed in endless variation for use mainly as 
tranquilizers, are known to have potentiality for toxic 
effects upon the liver (liver damage, jaundice), the 
brain (epileptic seizures, Parkinsonism), the skin and 
the hematopoietic system (agranulocytosis). In the 
reports alluded to, Fiore and Noonan described three 
cases of agranulocytosis due to mepazine, with one 
fatality; and Brachman, McCreary and Florence told 
of a patient who developed agranulocytosis due to 
trimeprazine. e 

From reviews of the literature by both groups of 
authors, it is evident that three factors influence the 
predilection of patients to develop agranulocytosis 
from phenothiazine drugs. These are sex, age and 
duration of therapy. So it is that agranulocyiosis has 
appeared chiefly in patients who were taking one of 
these ataraxic agents over an extended period of time. 
Still, about 90 per cent of the cases of agranulocytosis 
have appeared within the first eight weeks of treat- 
ment. Most of the patients have been elderly women. 
In fact, in such a group of patients on long-term 
phenothiazine therapy, the rate of development of 
agranulocytosis is calculated to be about 1:150. 

The mechanism of development of agranulocytosis 
from phenothiazine derivatives is not known, An im- 
munologic factor has been thought about, but leuko- 
agglutinins have not been demonstrated. An allergic 
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basis seems highly unlikely. Fiore and Noonan specu- 
late that the phenothiazines compete for or cause 
depletion of an essential biochemical or enzyme system 
of hemopoiesis. They wonder whether susceptibility 
to such an effect may be related somehow to the sex 
steroids, ‘as evidenced by the overwhelming majority 
of cases appearing in the older age group and more 
particularly in the female sex.” 

Agranulocytosis of this derivation is a highly fatal 
disease. About 38 per cent of the patients have died, 
usually within a few days, and the rate is even higher 
when jaundice and agranulocytosis occur concomi- 
tantly. Nothing very specific can be done by way of 
treatment. Of course, the offending agent should be 
withdrawn immediately. Antibiotics are used against 
the infections that so often characterize the onset of 
agranulocytosis. Corticosteroid drugs have no value, 
and whole blood transfusions may be hazardous from 
the point of view of provoking congestive heart failure 
in an elderly patient. All things being considered, it 
would be better to prevent the agranulocytosis in the 
first place, but that is possible at present only by 
omission of the offending drugs. 


The Importance of Blood Cultures 


WItH THE LIsT of effective antibiotics ever increasing, 
it is now more important than ever to identify pre- 
cisely the causative agent of an infectious disease. 
“Shotgun” therapy is “poor” medicine and often 
leads to unfortunate complications. For example, a 
case of subacute bacterial endocarditis may be dis- 
guised by an inappropriate antibiotic or by insuffi- 
cient dosage of inadequate duration. Here, indeed, it 
is essential to identify the causative organism. In cases 
of endocarditis, as well as in many other “fevers of 
unknown etiology,” this may best be accomplished 
by means of repeated blood cultures. 

Blood cultures may be taken at any time during a 
febrile illness, but should be especially taken during 
a shaking chill or with a sudden temperature rise. A 
minimum of 10 ml. of blood should be drawn asepti- 
cally. Iodine preparation of the skin is adequate. 
Venous blood is easier to obtain than arterial blood, 
and is essentially the same for bacteriologic purposes. 

It is usually sufficient to culture the blood with 
the common bacterial media. Occasionally there are 
clinical indications for use of special methods for 
fungi, Brucella or organisms that grow anaerobically. 
Special media are available in most bacteriologic 
laboratories. However, it remains for the clinician to 
specify that they be used. . 

An agar pour plate culture, which is easily per- 
formed by adding 1 ml. of blood to a petri dish con- 
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taining a warmed agar preparation, is helpful in evalu- 
ating contamination. If an infection is present, one may 
expect several bacterial colonies to appear on the plate. 
Continuous isolation of the same organism from rv- 
peated cultures is also helpful in ruling out con- 
taminants. 

In 90 per cent of cases of bacterial endocarditis in 
which the organism can be identified, positive cultures 
result from one or more of the first five or six speci- 
mens of blood. There is little or no advantage in 
**spreading” the collection of the cultures over a period 
of days. Each culture should be a completely separate 
procedure, but the specimens can be drawn at inter- 
vals of 15 to 30 minutes. As a rule, in this disease, it is 
perfectly safe to withhold antibiotic therapy until the 
bacteria have been identified, even when clinical evi- 
dences of the disease are quite definite. This practice 
enables the right choice of antibiotics in the right 
amounts, and greatly enhances the potentiality for 
successful treatment. 

However, as with any “rule” in medicine, the 
clinician must be prepared to make exceptions. When 
a diagnosis of bacterial endocarditis is strongly sus- 
pected for any reason, treatment should not be delayed 
when any of the following are present: (1) congestive 
heart failure, (2) aortic regurgitation, (3) renal insuf- 
ficiency, (4) overwhelming sepsis (as in “acute” bac- 
terial endocarditis). Under these circumstances, anti- 
biotics are selected ‘“‘by guess” and are started in doses 
that are expected to be larger than necessary when 
the bacteriologic facts become known. 


Experimental Atherosclerosis 


THROUGHOUT THE WORLD, investigators are hard at work 
at a top-priority project—the pathogenesis of athero- 
sclerosis. A popular approach is the production of 
atherosclerosis in a wide variety of experimental 
animals by dietary, hormonal and other metabolic and 
physical variations. Animals used for this purpose 
have included several species of fowl, mice, rats, guinea 
pigs, rabbits, swine, cats, dogs, calves and monkeys. 
However, factors that produce atherosclerosis in one 
species will not do it in another. And the distribution 
of arterial lesions differs among the experimental 
animals. 

Azarnoff, in the Proceedings of the Society of Experi- 
mental Biology and Medicine of August-September, 1958, 
has provided further concrete evidence of differences 
in arterial metabolism among species that are often 
subjects for the study of atherosclerosis. 

While lipids found in atheromata are deposited 
directly from the plasma, evidence has accumulated 
that part of the lipid is synthesized by arterial tissue. 
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This rate of synthesis can be influenced by naturally 
occurring substances such as epinephrine and adrenal 
cortical steroids. Several reports have indicated that 
the aortas of rabbits, fowl, swine dnd calves are capable 
of incorporating C-labeled acetate into cholesterol. 

Azarnoff performed a comparative study on coronary 
arteries and aortas of humans, and aortas of dogs, cats, 
rats, guinea pigs. rabbits and chickens. He found that 
while the aortas of guinea pigs, rabbits and chickens 
(Group I) can accomplish the incorporation of C¥- 
labeled acetate into cholesterol in vitro, the vessels 
of humans, dogs, cats and rats (Group II) are incapable 
of this conversion. These data correlate with the facts 
that Group I animals are herbivorous primarily, and 
can be made atherosclerotic with relative ease by feed- 
ing a high cholesterol diet. Group II animals are 
carnivores and omnivores, and it is difficult, if not 
impossible, to produce atherosclerosis in these animals 
by high cholesterol intake alone. 

These studies re-emphasize a major pitfall in the 
study of experimental atherosclerosis in animals— 
species differences. They serve to demonstrate once 
more the importance of caution in interpretation of 
such observations. Before the clinical management of 
the patient is affected, the evidence from all the 
disciplines at work in this field—biochemistry, phys- 
iology, pathology, epidemiology, statistics. nutrition, 
genetics, medicine and surgery—must be synthesized 
into mechanisms that apply to man. 


Soviet Psychiatry 


LEBENSOHN’S TEN-DAY VISIT to Leningrad and Moscow 
for the purpose of studying Soviet psychiatry left 
many of his questions unanswered. It was clear to 
him that much more could have been seen and learned, 
even within the limited time, had the setting been 
anywhere except the Soviet Union. He found it dif- 
ficult to make appointments or to see individuals or 
institutions in any number. Although the language 
problem was not serious, thanks to interpreters and 
to the fact that most medical men spoke English, 
French or German, there were serious problems 
of communication between the representatives of 
Intourist and the various institutions he had wanted 
to visit. There was the further complication that tele- 
phone directories of Moscow simply did not exist. 
He concluded that the Soviet government is not too 
interested at the present time in improving inter- 
personal communications by publishing an up-to-date 
telephone directory. 

It was Lebensohn’s thought that Pavlovianism, 
which is the “party line” of present-day Soviet psychia- 
try, is having a constricting influence. He wrote, “I 
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was struck, for example, by the strong contrast which 
existed between their psychiatry, on the one hand, 
which denied the influence of ‘unconscious factors,’ 
and the realities of their political life, on the other 
hand, in which shrewd interpretation of external 
behavior based on a deep understanding of the im- 
portance of ‘unconscious factors’ often meant the 
difference between success or failure, freedom or 
imprisonment, life or death.” 

Other observations by the author included the fol- 
lowing: 

1. Soviet psychiatry has an ultraconservative ap- 
proach. For example, the two treatment methods in 
American psychiatry that lie at extreme opposite poles 
(prefrontal lobotomy and psychoanalysis) are either 
officially banned or unofficially condemned—leaving 
only the large middle ground, with its emphasis on 
physiologic considerations. 

2. Soviet psychiatry is not “hospital-oriented.” Out- 
patient treatment and prophylaxis are emphasized. 

3. The average Soviet psychiatrist is much more 
research-oriented than his American counterpart. Re- 
search offers an attractive route for rapid advancement 
in position, prestige and salary. 

4. Soviet psychiatrists are better informed on what 
is going on in American psychiatry than the reverse. 
The Soviets thirst for knowledge and read voraciously. 
They have a genuine interest in establishing greater 
exchange of scientific data. 

Lebensohn’s “impressions,” as recorded in Archives 
of Neurology and Psychiatry last December, were 
obtained during a tour made in the fall of the preced- 
ing year. However, judging from verbal reports by 
others who have visited the U.S.S.R. more recently, 
physician-tourists continue to encounter difficulties 
when they seek a more intimate contact with Soviet 
medicine. This is in distinct contrast to the experiences 
of Soviet physicians who visit the United States, and 
discover that they are free to open doors as they 
choose. 


Hemorrhage From Esophageal Varices 


THERE WAS A TIME when little or nothing could be done 
for the patient who was bleeding severely from rup- 
tured esophageal varices. He lived or died according 
to the results of supportive therapy and his own re- 
cuperative powers. Now, the physician has a choice 
between two methods of direct control of the hemor- 
rhage, or indeed, he may use both in sequence. Thus, 
an attempt may be made to stop the hemorrhage by 
ligation of the bleeding varices, using a transthoracic 
approach. Somewhat more popular as an initial step 
or, in many instances, as the sole method, is the 
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introduction of a Sengstaken-Blakemore tube. That 
ingenious device is so constructed that the stomach 
can be aspirated and kept free of secretions at the same 
time that the fundus of the stomach and the lower 


portion of the esophagus are undergoing compression ~ 


by balloons. This technique of stopping hemorrhage 
is often spoken of as esophageal tamponade though, 
in fact, the tamponade against the proximal portion of 
the stomach is important too. 

In almost any talk about the subject of hemorrhage 
from the upper part of the gastrointestinal tract, you'll 
now hear it said that bleeding from esophageal varices 
is treated by esophageal tamponade. Seldom is there 
any mention of the details of the method or of difficul- 
ties with its use. When difficulties are alluded to, the 
listener is left with the impression that certainly they 
are not common. This struck Dr. Harold O. Conn as 
curious. His own experience with esophageal tam- 
ponade had seemed to contradict the thoughts that 
it is simple of execution and that it is unattended by 
complications. So, he studied the clinical and autopsy 
records of patients in whom the Sengstaken-Blakemore 
tube had been used during the period 1950-57 at the 
Veterans Administration Hospital at West Haven, 
Conn. His report appeared in the New England Jour- 
nal of Medicine for October 9, 1958. 

In Conn’s study, there were 50 patients who had 
undergone esophageal tamponade at least once (81 
occasions in all). In 19, there were major complica- 
tions attributable to use of the Sengstaken-Blakemore 
tube, and nine of these patients died as a direct con- 
sequence of those complications. There were six other 
patients in whom the complications of tamponade 
made a direct contribution to death. Moreover, po- 
tentially fatal abnormalities in use of the method were 
quite frequent. 

The principal major complications of esophageal 
tamponade included damage to the esophagus as a re- 
sult of pressure and obstruction of the airway either 
because of aspiration of gastric contents or because 
the esophageal balloon itself occluded the airway. All 
sorts of factors had precipitated the complications— 
improper use of the tube, mechanical defects of the 
tube, inability of the physician to pass the tube into 
the stomach, abnormal positions of the tube, abnormal 
patient responses to the tube, regurgitation of the tube, 
and problems resulting from anatomic variations in the 
patient, 

As a result of his study, Conn concluded that ‘“‘most 
of the difficulties encountered were due to the lack of 
experience with this apparatus.” He developed a list 
of “do’s” and “don’ts” that should help even the 
novice. The main points were: (1) a new tube should 
always be used; (2) the gastric contents should be 
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aspirated immediately; (3) traction produced by elas- 
tic bands or by weights suspended over the foot of tlic 
bed should not be employed; (4) nothing should he 
administered orally; (5) constant nursing attendance 
is mandatory; (6) the tube should be transected before 
it is removed (to assure deflation of the balloons and 
ensure a new tube for the next patient). 

There is no doubt that the Sengstaken-Blakemore 
tube is a life-saving device for a patient who is bleeding 
severely from esophageal varices. It is equally evident 
that a physician must have had experience with its 
use if the tube is indeed to fulfill its mission. Other- 
wise, in inexperienced hands, the prospect is good that 
the patient will trade death from exsanguination for 
death from one of the complications that results from 
inexpert application of esophageal tamponade. 


Search for the Gene 


In nis AAAS presidential address, published in 
Science for January 2, 1959, Snyder reviewed “Fifty 
Years of Medical Genetics”— presented “reasons for 
believing that genetics is involved in one way or an- 
other in the development of all disease.” He notes that 
three main events elucidated the. steps between the 
presence of a gene in a cell and the development of a 
trait or a disease in the individual. These were (1) “the 
concept that all metabolism proceeds through series 
of small sequential steps, each step catalyzed by an en- 
zyme ...” (2) demonstration that mutation rate is 
proportioned to radiation level; (3) development of 
techniques for combined genetic-biochemical studies 
in microérganisms. That last step has permitted dem- 
onstration of the fact that enzyme dysfunctions are 
referable to specific mutant genes. From this, it is pro- 
posed that production of normal enzymes depends 
upon the normal (unmutated) alleles of those mutant 
genes. 

By means of diagrams, Snyder presents the hypo- 
thetic possibilities for relating diseases. to enzyme 
dysfunction— then provides examples of human dis- 
eases that fulfill the hypotheses. The gist of the story 
is as follows: 

A typical metabolic process can be shown as a 
sequential reaction 


E 
P— Q— R— T 


in which each arrow represents an enzyme specific for 
conversion of one substance to the next in the se- 
quence. 

Suppose next that there has been mutation of the 
gene that controls the enzyme (E) that converts R to 5, 
so that the molécule (e) is ineffective in catalyzing the 
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conversion. One consequence might be that R would 
accumulate. 


R 
P—+ Q—> R——> (SJ (1) 
R 
R 


Mere accumulation and storage of R could have 
pathologic effects. A probable example of this type of 
abnormality is Nieman-Pick disease. (A genetic failure 
to degrade sphingomyelin leads to accumulation of that 
lipid in*cells of the reticuloendothelial system.) 

If the reaction P—— Q—— R is reversible, disease 
may result from accumulation of a substance other 


than R. 


Qs R——— (T) 


This phenomenon explains one type of glycogen- 
storage disease. 

The mere absence of the end-product (TJ) may 
characterize the disorder. A clinical example is al- 
binism in which there is a genetic dysfunction of 
tyrosinase so that the steps in production of melanin 
cannot proceed. 

Tyrosine does not accumulate because it is metabo- 
lized through alternative pathways. 

In the instance just cited, disposal of tyrosine offers 
no problem. However, in other instances, the avail- 
ability of an alternative pathway can account for 
disease. 


é 


P 
Ps Qs R——> (S) (T) 


P— V— X 


In this diagram, P——> V——+ W—— X represents 
heavy use of an alternative pathway, with the possi- 
bility of disease resulting because of that fact. The 
severe mental disease, phenylketonuria, is a clinical 
example. (Phenylalanine is not oxidized to tyrosine 
and consequently passes in large amounts through 
deaminating reactions that derange the amino acid 
milieu in the cells.) 

To this point, consideration has been given only 
to a lack of enzymatic function. There is another 
possibility, A mutant gene may result in the presence 


of an enzyme that is indeed functional but in a different 
way. 
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Here the mutated enzyme (e') has no capacity for 
converting R to S, but does produce A, a new sub- 
stance. Now, the presence of A may have pathologic 
consequences. The variant forms of hemoglobin are 
examples of this type of genetic disease. 

A mutant gene may also be responsible for the pro- 
duction of an inhibitor to enzyme function, thereby 
blocking a metabolic process. Hereditary spherocytosis 
is probably a clinical example. In that disease, glycoly- 
sis does not proceed because the enzyme, enolase, is 
inhibited, and the erythrocytes therefore cannot main- 
tain the stores of energy that are needed for the in- 
tegrity of the framework and the membrane of the cell. 

In an extension of these principles, Snyder shows 
how the pathologic consequences of a mutant gene 
may not be evident until specific environmental cir- 
cumstances prevail. Among the examples he cites is 
the altered glutathione metabolism that results from 
genetic deficiency of glucose-6-phosphate dehydro- 
genase. As a consequence, the erythrocytes undergo 
hemolysis in the presence of certain drugs (naphtha- 
lene, sulfanilamide and others). 

In all this, as well as in other elements of his thesis, 
Snyder repeatedly demonstrates the firm union of bio- 
chemistry and genetics. It is evident that more and 
more diseases are explicable in biochemical terms. 
Then, in turn, the diseases are identifiable with gene- 
tic abnormalities. It is not at all unlikely that further 
studies of genetic-biochemical relationships will lead 
to an understanding of man’s entire metabolic proc- 
esses. Finally, Snyder believes that diagnosis and treat- 
ment will be facilitated when physicians are stimulated 
to look always “beyond the secondary aspects of 
pathology and to search for the primary genic action 
in each case.” 


Uncle Wilfred and Secession 


Uncie Wurre is mildly amused by reports that New 
York City will break all ties with Albany and become 
the fifty-first state. He notes that city residents com- 
plain that the “outlanders” aren’t paying their “fair 
share” of the tax burden. All of this reminds Uncle 
Wilfred of his days in the trenches during World War 
I. Facing superior fire power and a threatened gas 
attack, he decided to sign a separate peace with Kaiser 
Wilhelm. Uncle Wilfred suspects that New Yorkers 


(city variety) will meet with equal success. 
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Figure 1. Lumbosacral roentgenogram showing three ruptured discs 
in narrowed intervertebral spaces. L3 - 4: Moderate narrowing of 
the space, overriding of facets, narrowing of the foramen, osteo- 
phytes and calcification and bulging of the anterior ligament. The 
disc is probably ruptured. L4- 5-51: Marked narrowing of the 
space, overriding of facets and narrowing of foramina, large 
osteophytes anteriorly, evidence of anterior herniation of the disc, and 
posterior marginal lipping. Both discs are ruptured and completely 
disorganized. 


Figure 3. Stage II. Lumbar discogram. Two moderately narrowed 
intervertebral spaces with ruptured discs and posterior herniations. 
This graphically illustrates the marked destruction of the disc which 
may be diagnosed from moderate narrowing of the intervertebral 
space in routine roentgenograms. (Courtesy of Dr. R. B. Cloward) 


Figure 2. Stage II. Lumbosacral discogram. Degenerated disc and 
slightly narrowed intervertebral space at L4 - 5, and normal disc at 
lumbosacral joint. Discograms at L4 - 5 demonstrate an extensive 
rupture of the disc in the early stages of degeneration with slight nar- 
rowing of the interspace. At the lumbosacral junction is a normal 
rounded nucleus pulposus. Note size of needles. (Courtesy of Dr. 
R. B. Cloward) 


Figure 4. Stage III. Lumbosacral roentgenogram showing a mark- 
edly narrowed lumbosacral disc: The anterior herniation at the 
lumbosacral joint, contained by ligaments and osteophytes, is com- 
posed of “chewed up” and extruded bits of the disc. The space 
vacated by the disc contains nitrogen. This is a so-called vacuum 
disc. Though not fused, the joint is stable and not very symptomatic. 
A first degree spondylolisthests is noted. 
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Degeneration of the intervertebral discs 
produces symptoms because of settling of vertebrae, 
sprain of the apophyseal joints and the development 
of osteoarthritis. Indeed the necrotic disc itself 

may be painful. Root pain in the lower extremities 
is incidental. Dull pain in the back with exertion 
or fatigue, and stiffness after rest are common 
complaints. Long-term follow-up studies reveal 

a long chronic course terminating 

with nonsymptomatic obliteration 

of the intervertebral space and an occasional 

fusion of vertebrae. At the present time, conserv- 


ative treatment methods are most effective. 


A Study 
of the Degenerated Disc . 


THOMAS E. COOK, M.D. 
Dallas, Texas 


SynonyMs: Rupture of the intervertebral disc, discogenic 
disease, degenerative intervertebral joint disease, osteo- 
arthritis of the intervertebral space and narrowing of the 
intervertebral space. 


“There is one known cause of lower back trouble, the 
intervertebral disc,” Treanor says. Also, because of the 
discs, the apophyseal joints become “the important 
source of symptoms.” Such common diagnoses as 
“fibrositis, myositis, chronic low back and sacroiliac 
strain are mere words.” . 

This paper deals exclusively with degeneration of the 
disc resulting secondarily in narrowing of the inter- 
vertebral space. Narrowing causes overriding of facets, 
trauma and osteoarthritis of apophyseal joints. Men- 
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tion of herniation and root pressure is incidental, 


History 


Degeneration of the disc as the primary cause of back 
disability was recognized before World War II, but is 
not yet in the thinking of many physicians. 

Vesalius described the disc in the sixteenth century. 
Old anatomy books contain a few lines describing the 
“intervertebral fibrocartilages.”” In 1924, Cotton’s Dis- 
locations and Joint Fractures contained two drawings 
showing narrowing of the intervertebral spaces, but 
these were not commented upon. In 1929, Jones and 
Lovett’s Orthopedic Surgery mentioned the variations 
in thickness of the discs in the three regions of the 
spine. It also mentioned “the pain and discomfort in 
late middle life as the discs atrophy and the bodies of 
the vertebrae come more closely in contact.” 

Williams’ paper in 1932, ‘Reduced Lumbosacral 
Joint Space,” was of great importance. Mixter and 
Barr wrote “Rupture of the Intervertebral Disc” in 
1934. This provided tremendous impetus to further 
study of the degenerated disc at the operating table by 
Adson, Dandy, Love and other neurosurgeons. 

To determine the level of herniation and the inter- 
space to be explored, roentgenography soon assumed 
importance. That thinning of the discs was synony- 
mous with herniation became suspect after several years 
of neurosurgery with the relief of root pain but not of 
back pain. It became evident that there was sympto- 
matic pathology of the degenerated disc other than 
herniation with pressure on nerve roots. Coventry 
and coworkers examined 80 degenerated discs at 
autopsy and found evidence of herniation in seven. 
Schmorl wrote that there was herniation in 10 per cent 
of such cases. 


THe Mopern ConcEPT 


This was the period of the genesis of the modern 
idea of the etiology of back pain. Degeneration of the 
disc produces several sequelae: settling of vertebrae, 
undue pressure on posterior structures, sprain of 
apophyseal joints and development of osteoarthritis. 
This was a challenge to the orthopedists. With the 
advent of World War II, the enormous number of back 
cases characteristic of war offered the opportunity for 
further study. 

The thousands of World War I medical records 
through 1941 or to the beginning of World War II, 
that I have examined, make no mention of narrowing 
of intervertebral spaces. In World War II, there was 
an occasional report of narrowing of spaces and disc 
operation in army hospitals overseas. There were many 
from army and navy hospitals in this country. 
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Pathology 


The intervertebral disc is a soft tissue structure, and 
the site of motion. The mechanism of the production 
of symptoms is the same irrespective of the cause of 
degeneration and thinning. 

One or 2 per cent of operated disc cases have inter- 
vertebral space infections. Most are seen late as granu- 
lomas and do not have elevated sedimentation rates. 
Discitis occasionally follows typhus, typhoid, brucel- 
losis, pneumonia, streptococcal, staphylococcal and 
other generalized infections. After the second month, 
roentgenograms taken serially show gradual narrowing 
of the intervertebral space. Eighty-five per cent of com- 
pression fractures of vertebrae have rupture, disorgani- 
zation and thinning of the adjacent discs. 


DiIscoGRAPHY 


Lindblom, a Swedish radiologist, was the first to 
inject opaque media into the degenerated disc and 
x-ray it. Using an ordinary spinal puncture needle to 
enter the neural canal, and a tiny needle through this 
one and into the center of the disc, he injected pera- 
brodil. The resulting discograms demonstrated disc 
pathology which had not been previously demonstrated 
by myelography. Out of 52 injections he made of discs 
in narrowed intervertebral spaces, 50 such discs proved 
to be “more or less” ruptured. 

Cloward and Bizard, using discography, made 
clinical observations on the interior of the “ruptured” 
disc. They concluded that narrowing of the inter- 
vertebral space and osteophyte formation about the 
margins of the vertebral bodies indicate a ruptured 
disc lesion of long standing. Their most frequent finding 
was the complete disorganization of the entire disc, 
permitting the length and breadth of the intervertebral 
space (spinal canal to the anterior longitudinal liga- 
ment) to be filled with the Diodrast. These authors 
concluded that after the loss of the noncompressible 
nucleus pulposus, spinal movements eventually grind 
up the fibers of the annulus. Another finding was a 
surprising number of anterior herniations of the disc 
through tears or detachment of the anterior longitu- 
dinal ligament. One such herniation was removed 
surgically and proved to be a large displaced fragment 
of the annulus. Surprisingly, after being injected, the 
Diodrast disappeared completely within half an hour 
from the normal and an hour from the degenerated 
discs. This suggests that the metabolism of the disc is 
high, which had not previously been suspected. 

Discography is to the diagnosis of pain in the back 
what myelography is to pain in the extremities. The 
discogram, which is a great research and teaching 
film, should improve our understanding of the pa- 


86 


thology of the degenerated disc to the extent tha: 
routine roentgenography will suffice for the clinica! 
diagnosis of most lower back pathology, and its con- 
servative treatment. Lindblom said, ‘‘Myelograph, 
and disc puncture are as a rule not needed for diay- 
nosis. They are procedures of a kind which should nut 
be made unnecessarily but saved for the purpose of a 
preoperative localization.” 


Symptomatology 


The necrotic disc may in itself be painful. Injection 
of saline or opaque material into it may reproduce the 
symptoms. During operations under local anesthesia, 
pressure on the disc gives rise to pain. Osteophytes 
may cause soreness and aching pain by irritation of 
tissues locally, intensified by motion and weight bear- 
ing. A small herniation can cause localized back pain 
from interruption of nerve fibers in the torn annulus. 
The intraspinal spaces of the lumbar region are com- 
modious enough to permit an occasional large hernia- 
tion of the disc with intense back symptoms but no 
sciatic radiation. Spinal puncture may extrude pre- 
viously degenerated discs, which then become sympto- 
matic. 


Clinical Diagnosis 


Dull aching after unusual exertion, and stiffness after 
rest, disappearing when motion is resumed, are com- 
mon complaints. Fatigue causes slumping and back- 
ache. The primary cause is the pathology from settling 
of the vertebrae. The inciting causes are weather, infec- 
tions and unusual posture and use of muscles and 
joints. Major lower back disability is by crises (“spells”) 
which occurs two or three times a year. The immediate 
cause of such disability is probably subluxation, a lock- 
ing “joint mouse” or synovitis of an apophyseal joint. 
Discography may aid in difficult diagnoses. 

A common sequence of complaints in lower back 
conditions is of pain coming on in the early morning 
hours, awakening the patient, and preventing a return 
to sleep. The patient is tired on retiring at night and 
holds his back muscles tight to prevent spinal motion. 
This prevents pain in the affected area. He is fairly 
comfortable and sleeps well with an occasional turn in 
bed until the early morning hours. By that time he has 
pretty well caught up on his sleep, his back muscles 
have relaxed; he feels the need to turn in bed more 
frequently which starts back pain again. He then lies 
awake guarding against the movements which cause 
pain until time to get up. Arising is usually the worst 
time of his day. He frequently has to roll out of bed or 
be pulled up into a sitting position. However, after he 
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gets up and moves around for a bit his back begins to 
feel better. 

Harris and Macnab summarize the value of radio- 
graphs in the diagnosis of disc degeneration as follows: 
“They are of great value in the diagnosis of disc de- 
generation and they are of greater value in the assess- 
ment of the secondary effects that have taken place. 
With the use of bending films, evidence of early de- 
generative changes may be obtained, tears of the 
supraspinatus ligament can be detected, and abnormal 
movements of the posterior joints can be seen. Careful 
study of the anterioposterior and lateral projections will 
reveal evidence of subluxation of the posterior joints, 
chip fractures and degenerative arthritis in the zygapo- 
physeal articulations, and clearly demonstrate over- 
riding of the facets.” 


Chronology of 200 Consecutive Cases 


These patients were seen on an outpatient service, 
and most of them had good previous clinical records. 
The history of degeneration of most discs extended 
over many years. There are four stages apparent: the 
first, before demonstrable narrowing of the space by 
routine x-rays; second, slight and moderate narrow- 
ing; third, marked narrowing; and lastly, when the 
space is obliterated as a result of vertebral fusion. 


Figure 5. Stage IV. a. Cross section showing bony ankylosis between 
the lumbosacral vertebrae. Very little of the annulus fibrosus re- 
mains, but there are intact regions of cartilaginous plate, and 
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First Or PrRopROMAL STAGE 


This stage is said to exist before “significant” nar- 
rowing of the interspace is evident in routine films. In 
the past this stage has been recognized as an undue 
mobility of the intervertebral segment. This is demon- 
strated by films made with the patient standing, and the 
body acutely flexed or extended at the level of involve- 
ment. Also the disc was said to absorb more than the 
normal 4% ml. of injected fluid. Degeneration of the 
disc may be due to loss of fluid from the nucleus 
pulposus, a physiologic process, and may only be 
pathologic if advanced for the age group. A small 
herniation, including those into Schmorl’s nodes, may 
cause this instability. In patients not engaged in 
physical labor it is presumed this stage might exist 
quite a while, without, or before, rupture of the 
annulus. In spite of the negative findings from discog- 
raphy this stage could well be included in Stage II, 
under “slight narrowing of the intervertebral space.” 

Diagnosis. Early disc degeneration with subjective 
symptoms. 


SECOND STAGE 


This is a stage of objective findings. with substantial 
progress in the degenerative process. In this phase are 
the bulk of the most painful backs, those of active 


occasional nests of nuclear material. b. Photograph showing the gross 
appearance of the fused lumbosacral joint, which is nonsymp- 


tomatic. (Courtesy of THe JouRNAL OF BONE AND JOINT SURGERY) 
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people in whom the vertebrae above a ruptured disc is 
actively settling and disrupting its hinges. These discs 
are commonly herniated, and the cavity left by the 
nucleus pulposus and ground-up annulus is somewhat 
similar to a joint cavity (Figures 1, 2 and 3). Lindblom 
speaks of “granulation tissue on the disc surface of the 
rupture.” The intervertebral unit therefore becomes 
the equivalent of a pseudoarthrosis. This stage is diag- 
nosed by the radiologist from roentgenograms as slight 


or moderate narrowing of the intervertebral space, and 


mild or moderate osteoarthritis. These markedly mo- 
bile and unstable intervertebral segments predispose to 
injury. After acute trauma, marked separation of the 
spinous processes in flexion, especially in the cervical 
spine, suggests the supraspinatus ligament has been 
torn. Some patients wear braces, and quite a few have 
had one or more laminectomies or fusions. This stage 
may last from three to five or more years. Frequent 
spells of acute severe lumbago are common. 

Diagnosis. Rupture of the disc, with the superim- 
posed vertebrae in the process of settling, and osteo- 
arthritis. 


THIRD STAGE 


This is a fairly common and very late stage in settling 
of the joint. The roentgenogram is diagnosed as marked 
narrowing, most often of the lumbosacral space (Figure 
4). Only the coinciding plates separate the vertebrae, 
but sclerosis is seldom seen. The facets are markedly 
overriding and are arthritic. Most of these patients are 
elderly, and few have had surgery as it was not available 
in their active years. Braces are seldom elected by elderly 
people. An occasional spell of lumbago is not unusual. 
Complete settling of the disc is commonly accom- 
panied by spondylolisthesis. 

Diagnosis. Rupture of the disc, with completion of 
settling and osteoarthritis (oseophytosis). 


FourTH STAGE 


Because of its rarity, this stage is important mostly 
as a contrast case. Such a case is reported in the 
literature with reproduction of a roentgenogram show- 
ing absence of the intervertebral space and fusion of 
the vertebrae of a patient, a 65-year-old woman. A 
section of the joint reveals almost complete disappear- 
ance of the disc, with a bit of cartilaginous plate re- 
maining (Figure 5). The settling, hypermobile, pain- 
ful joint of earlier stages is a marked contrast to the 
fused immobile painless joint of this stage. Schmorl 
emphasized that once ankylosis has occurred, its 


cause cannot be determined microscopically or roent- 


genographically. 
Diagnosis. Obliteration of the intervertebral space 
with fusion of the vertebrae, nonsymptomatic. 


Prevention of Crises 


Apophyseal joints are frequently unstable with 
stretched capsules. Many crises may be prevented by 
not overloading and subluxating them. Fatigue with: 
its relaxation, falling asleep in a chair and slumping 
to the side should be avoided. If burdens are to be 
carried in one arm, they should be rested on the iliac 
crest, and the weight transmitted through the hip to 
the lower extremity. Proper seating for long trips in 
cars (not sitting on the “small” of the back or on one 
ischial tuberosity hip) is advisable. Caution against 
demonstrations of strength by lifting the car out of the 
ditch; advise waiting for the “wrecker.” Advise me- 
chanical hoists when possible. Physical labor weekly 
that may be done in the erect posture and without 
twisting the torso may be helpful. Asthenic types of 
individuals should not be engaged for heavy work. 


Treatment 


Most lower back disability must be lived with, with 
conservative help. Salicylates are the most useful 
drugs. During crises, bed rest for a few days on a 
firm mattress and a brace when up and around, are 
helpful. Fusion of the unstable segment may shorten 
chronic disability. Flexion type of exercises may be 
tried. 

At present there is apparently a surgeon who can 
restore to the normal width a narrowed intervertebral 
space and foramen, do an intervertebral body and 
interlaminar fusion, using homo and bank bone, all 
in two hours. He can thereby relieve the patient’s 
painful back and leg without applying a cast or brace, 
and have him out of bed in six days. The patient will 
be out of the hospital in 12 days, and back at work in 
some three weeks. In the not too distant future, such 
operations for ruptured discs by a few skillful oper- 
ators will probably be as simple, easy and curative as 
they are now for ruptures in the groin. But ruptured 
discs are many, such highly skilled surgeons are rare, 
and for the present the bulk of the aching backs must 
be treated conservatively. 


Prognosis in Disc Degeneration of Trauma 


Given time, degeneration of the disc is a self-limited 
disease. With the intervetebral space completely ob- 
literated, the plates coinciding, the ligaments thick- 
ened and stiffened by osteophytes, motion in the 
unstable segment is lost. Thus irritation of the soft 
parts is prevented, the apophyseal joints are sta- 
bilized and muscle spasm is eliminated. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 
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Mayo Clinic 


As A RESULT of increase in medical knowledge and 
improvement in the standard of living, the number of 
elderly people in our country continues to increase. 
More and more often, physicians see patients in their 
70°s and 80’s who have diseases that are best treated 
surgically. Faced with a decision whether or not to 
undergo surgical treatment, the elderly patient, joined 
by his relatives, often asks the physician, “Don’t you 
think I am too old to have an operation”? 

Offhand one might guess that the risk of operation 
would increase with advancing age, especially if the 
operation under consideration were of sufficient mag- 
nitude. Statistics support this generalization. Data 
from the Mayo Clinic concerning several operations 
are presented in Table 1, in which a comparison is 
made between hospital mortality rates for patients less 
than 60 years of age and those 60 or more years of age 
who were operated on between 1947 and 1956 inclu- 
sive. Repair of inguinal hernia is usually an elective 
procedure which permits selection of cases and is of 
lesser magnitude than the other operations listed. 
Little difference was noted in the mortality rates for 
the two groups. Radical mastectomy for cancer of the 
breast is ordinarily not an elective procedure and is 
commonly done despite some defects in the general 
condition of the patient. I think of it as of greater mag- 
nitude than repair of an inguinal hernia but of lesser 
magnitude than operations in which body cavities are 
entered, Again the difference in mortality rates be- 
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Each elderly patient is a distinct surgical entity. 
Chronologic age is only one consideration. 

The effects of sedatives and analgesic drugs 

are more difficult to predict. “Surgical mumps”? 
can usually be prevented. The doctor should 
remember that an elderly person, almost by 
definition, probably has a good constitution. Even 
the oldest patients commonly withstand surgery. 


Surgery in the Aged 


GEORGE A. HALLENBECK, M.D. 


Rochester, Minnesota 


tween the two age groups was slight. Partial gastrec- 
tomy for duodenal ulcer, often but not always elective, 
was accompanied by a fourfold increase in risk for 
patients more than 60 years of age, the figure for the 
older group being 4.2 per cent. 

Resections of the colon for cancer as well as pneu- 
monectomies and pulmonary lobectomies also showed 
increases in mortality rate for patients past 60 years 
of age. 

Average figures such as these are of no help in de- 
ciding whether or not to advise a given operation for 
a given patient. They do serve to convince us that 
mortality rates do not provide a valid basis for denying 
surgical treatment to older people as a class. In prac- 
tice, each patient must be considered individually. We 
all know that not age alone but the general condition 
of the individual patient determines the risk of op- 
eration. A man 50 years of age who has serious disease 
of his heart, liver or kidneys, for example, may be less 
likely to survive a given operation than another of 80 
who is otherwise healthy. The chronologic age is usu- 
ally less important than other factors in making the 
decision to advise surgical treatment for a disease. 


Reaching a Decision 


Whether a patient is 8 weeks or 80 years of age, 
the decision to advise an operation is based on the 
physician’s best answer to one question: Do the need 
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for the operation and the benefits the patient can 
expect from it outweigh the risk and discomfort in- 
volved? 

The answer to this question will always be an esti- 
mate rather than a conclusion based on exact measure- 
ments, and it will always be compounded of common 
sense and experience mixed with science. 

The need for operation varies widely. Something has 
to be done for the man with complete obstruction of 
his prostatic urethra; descensus uteri often may be 
controlled by a pessary if good reasons exist to avoid 
definitive’ surgical treatment. The outlook for the 
woman of 80 or 90 who has broken her hip is so much 
better if the bone is “nailed” surgically so that she can 
be up and around quickly than if she lies helpless in 
bed, an easy prey to pneumonia, that the risk of operat- 
ing must be great indeed to keep it from being the 
lesser of two evils. On the other hand, the repair of an 
inguinal hernia which has produced mild discomfort 
may be indicated in an otherwise healthy elderly pa- 
tient but is best deferred in another patient whose 
other ailments make the risk of operation dispropor- 
tionate to the gain. 


Measuring the Risk 


Estimation of the risk involved if operation is under- 
taken depends on a number of factors: (1) the general 
condition of the patient, (2) the experience of those 
involved in carrying out the operation and the ap- 
propriate care postoperatively, (3) the facilities avail- 
able and (4) the magnitude of the procedure. Appraisal 
of the last three should not be difficult; the first de- 
serves further consideration. 

It is as obvious as it is true that anyone for whom an 
operation is contemplated should, if possible, first have 
a complete history recorded, a complete physical ex- 
amination performed and appropriate laboratory 
studies done. This requirement, sometimes necessarily 
modified in emergencies, applies to patients of all 
ages. Yet, the older person is more likely to have 
multiple diseases than is the younger, and this fact 
increases the likelihood of something important being 
missed if examination is incomplete. The time to know 
that a patient has latent diabetes mellitus is before op- 
eration and not three days later when his symptoms 
are finally found to be due to diabetic acidosis. Better 
to be aware that a patient once had thoracic pain sug- 
gestive of myocardial infarction and to have an elec- 
trocardiogram made preoperatively than to be faced 
with symptoms after operation that necessitate ob- 
taining an electrocardiogram which turns out to be 
difficult to interpret because it has no base line. It is 
much better to recognize, evaluate and correct early 
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cardiac decompensation or mild azotemia before op - 
eration than to be surprised by the full-blown problem 
after operation has been performed. To sum it up, de- 
tailed judicious preoperative consideration of the 
whole patient rather than of just the defect to be cor- 
rected, always important in any case, is essential to a 
wise decision for or against operation and to success 
in the surgical care of elderly patients. 


Preparation for Operation 


Once all are agreed that operation is indicated, 
attention is turned to preparation for the surgical 
procedure. Again the variety of situations may be so 
great that generalization is difficult. In many cases 
the nature of the operation and the excellence of the 
patient’s condition are such that no special prepara- 
tion is necessary. In others the emergency may pre- 
vent preparation requiring more than a few hours. In 
many instances of elective or semielective operations, 
much can be gained by preoperative preparation of 
the patient. 

In the elderly patient who is constantly in bed, 
hypostatic pneumonitis, generalized weakness and 
even changes in the skin which can lead to decubital 
ulcers are likely to develop. Sometimes such patients 
are bedridden largely because those caring for them 
have not troubled to get them up several times a day. 
The elderly patient who has been up and about daily 
presents a better operative risk than one long bed- 
ridden. It is often wise to mobilize such patients for 
a few days before scheduling the operation. 

Often elderly people have become fragile and nu- 
tritionally depleted as a result of age and chronic ill- 
ness. Although the concentration of hemoglobin is 
only slightly low or even normal, the blood volume can 
be lowered to a point that surgical shock occurs 
quickly during the operation. When hypovolemia is 
suspected, preoperative transfusions of blood are in- 
dicated. Some physicians are of the opinion that 
blood volume should be determined in the laboratory 
so that an amount calculated to bring it to a theo- 
retically normal value can be given. My colleagues 
and I usually rely on clinical observation rather than 
laboratory data in this regard. 

Combinations of such factors as a low salt diet, a 
little diarrhea, vomiting or renal insufficiency asso- 
ciated with little or no intake of food are seen fairly 
frequently among elderly people who are being pre- 
pared for operation. When chronic, these factors can 
lead to significant changes in concentrations of serum 
electrolytes. The time to set these straight is before 
operation. Measurements of serum chloride, sodium 
and potassium, of carbon dioxide and urea are often 
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worth obtaining. If abnormal values are found, cor- 
rection is made by use of suitable fluid and electrolyte 
therapy. 

Many specific preparatory measures are not specific 
for geriatric patients; they are too numerous to be dis- 
cussed in detail and should be used as indicated. The 
patient with congestive heart failure is digitalized and 
restored to as good compensation as possible. The pa- 
tient with valvular heart disease is given antibiotics to 
prevent bacterial endocarditis. The patient with ob- 
structive jaundice is given vitamin K to bring the pro- 
thrombin time to normal. The patient who has had 
cortisone recently in doses great enough to depress 
adrenocortical function is given cortisone preopera- 
tively—and so on. 


The Operation 


The older patient has less reserve, less elasticity in 
the face of stress, than younger people have. It follows 
that the more accurately homeostasis can be main- 
tained during the surgical procedure, the less the risk 
will be. Anesthetic agents and the skill of anesthesiolo- 
gists in maintaining an airway have reached a point 
that anoxia from lack of oxygen reaching the lungs 
need almost never occur. With blood available for 
transfusion, the quantity lost can be replaced. This 
plus proper preparation of the patient, gentle handl- 
ing of tissues and minimal operating time can do much 
to prevent episodes of arterial hypotension which can 
lead to myocardial or cerebral infarction in elderly pa- 
tients whose narrowed arteries make the margin of 
safety small. 

To speak approvingly of operating rapidly is not 
currently fashionable, and certainly it is true that a 
slower accurate job is infinitely preferable to a rapid 
sloppy one. However, aged people who tolerate two 
or three hours of surgical maneuvers well when prop- 
erly supported often do not stand operations lasting 
five or six hours easily, as do most younger people. 
There is real value in operating expeditiously on el- 
derly people. Yet, when a choice between single or 
multiple stage procedures presents itself, as in opera- 
tions on the colon, for example, I almost always elect 
the single stage procedure, because, in my opinion, 
older patients usually stand one larger operation as 
well as a series of smaller ones. 


Postoperative Care 


Again, after operation, the problems involved are 
not really different from those seen in any age group 
except that the lack of elasticity of the aged patient 
puts a special premium on accuracy in all phases of 


GP June 1959 


HOSPITAL MORTALITY 
FOLLOWING VARIOUS OPERATIONS 


= Patients and hospital mortality 


Less. than 60 60 years of 
a years of age age and over 
Hospital Hospital 
deaths, deaths, 
4 Operation Number percent Number percent 
F Repair, inguinal hernia 3225 0.12 0.37 
E: Radical mastectomy 2058 0.24 0.37 
4 Partial gastrectomy, 2875 0.90 4.20 
duodenal ulcer 
: Resection, cancer of 2638 3.00 5.70 
colon and rectum 
Pneumonectomy and 1546 3.00 8.40 
lobectomy, benign and 


malignant lesions 


Table 1. 


3 MORTALITY RATE IN RELATION TO AGE 
i AFTER APPENDECTOMY FOR ACUTE APPENDICITIS 
3 : Mortality rate, per cent 
Age, Age, 
more than less than 
Author Period of study years 60.years 
Boland 1927-1931 24.0 3.20 
Maes and McFetridge 1934 — 15.2 4.70 
Wo!ff and Hindman 1940-1949 4.5 0.70 
Hawk and associates 1943-1948 3.8 0.44 
Table 2. 


care. Shepherding an elderly patient through the post- 
operative period reminds me of walking lightly across 
thin ice. So long as nothing goes wrong all is well, but 
if the ice cracks and haste is necessary, complication 
follows complication until one is thrashing around in 
the water. 

Just as hypotension during an operation is danger- 
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ous, so must it be prevented postoperatively if strokes 
and heart attacks are to be kept at a minimum. 

The young patient often can handle moderate over- 
loading with water and sodium, but in the oldster 
edema and cardiorespiratory embarrassment are more 
likely to develop. Fluid and electrolytes are admin- 
istered with the balance concept in mind as always. 
If one must err, it should be on the side of giving too 
little rather than too much soon after operation. 

The modern habit of getting people out of bed 
within a day after operation and each day thereafter 
is a great boon to geriatric patients who tolerate pro- 
longed bed rest poorly in any case. 

Sedative and analgesic drugs seem to have more 
predictable effects on younger than on older patients. 
Some of the latter may experience confusion and dis- 
orientation instead of the intended effect; others are 
greatly depressed by what are usually considered 
small doses of the drugs. Some degree of disorientation 
occurs fairly frequently in the aged patient after op- 
eration and compounds the nursing problem. The 
physician must always be certain that he is not con- 
tributing to this state with medications. 

“Surgical mumps,” a disease especially likely to 
occur among elderly infirm people, can ordinarily 
be prevented by proper oral hygiene. It is important 


not to let the patient’s mouth and throat become dry. 

Have the recent improvements in management of 
surgical patients improved the lot of the older patients 
undergoing operation? I’m sure all of us would say 
that they have. Evidence to support this contention 
can be found in a consideration of results after ap- 
pendectomy for acute appendicitis. Data from a few 
papers which are representative of many are shown in 
Table 2. Mortality rates for patients more than 60 
years of age exceeded those for younger poeple by a 
much greater margin before 1940 than since that time. 
Death in this disease is often caused by peritonitis 
and its complications. Antibiotics and chemothera- 
peutic agents, better understanding of fluid and elec- 
trolyte balance, decompression of the gastrointestinal 
tract and so forth have effectively narrowed the gap 
between mortality rates for the two age groups. 

It takes a good constitution to get to be elderly. The 
ground rules for management of elderly patients, 
though perhaps more exacting, are no different from 
those which guide the management of younger pa- 
tients. If common sense and skill are employed in the 
selection of these patients for operation, in prepara- 
tion for the procedure, in the operation itself and in 
postoperative care, even the oldest patients commonly 
withstand operations well. 


Tue National Academy of Sciences—National Research Council has announced a major 
survey of needs in the field of tropical medicine. The work will be directed by Willard H. 
Wright, recently retired chief of the Laboratory of Tropical Diseases, National Institutes of 
Health. Wright, who holds doctorates in veterinary medicine and in medical parasitology, 
was a member of the NIH staff for 22 years. He is a past president of the American Society of 
Parasitologists, president-elect of the American Society of Tropical Medicine and Hygiene, 
and has served in many capacities in the World Health Organization, for which he has just 
completed an assignment in the Middle East. 

Advocated for several years by the American Society of Tropical Medicine and Hygiene, 
the survey was proposed by the Department of Defense on recommendation of the Armed 
Forces Epidemiological Board. Support has now been assured by the National Institutes of 
Health, the Department of the Army and the Rockefeller Foundation. 

As presently conceived, the investigation will cover infectious and parasitic diseases, veter- 
inary medicine and environmental hygiene. It will include surveys of disease problems in 
tropical and subtropical areas of significant importance to public health and to agricultural 
and industrial development ; of funds expended for medical care and disease control; of finan- 
cial support for research in medical and hygienic problems of the tropics; of fellowship 
opportunities, teaching programs and training facilities; of career opportunities and in- 
centives ; of the impact of travel and migrations on tropical disease problems; of the import- 
ance of tropical medicine to the economy of the United States, and of projected manpower 
needs in terms of domestic and overseas requirements. The data assembled will be used to 
assess the need for domestic, foreign and international measures to deal with the problems 
defined in the survey. 


Tropical Medicine 
Survey 
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WE HAVE BEEN IMPRESSED with the comparative fre- 
quency with which coma due to hepatic disease is 
seen in a community hospital of average size. It was 
felt that it would be of interest to compare our experi- 
ence with hepatic coma with that reported from larger 
hospitals or teaching institutions. 


The Clinical Picture 


The term “hepatic coma” is applied to a state of 
unconsciousness produced by liver disease. It is also 
generally extended to include the early manifestations 
preceding actual loss of consciousness. Various classi- 
fications of hepatic coma have been described. At the 
onset of hepatic coma there are prodromata in which 
there is a loss of affect and defects of judgment. The 
patient may be depressed, apathetic or euphoric. 
These disturbances may be difficult to detect in the 
early stages. At times, the patient may be apathetic 
during the day and disturbed during the night. The 
next stage is classified as “impending hepatic coma.” 
Here, there is clear-cut mental confusion. A charac- 
teristic tremor has been described by Adams and 
Foley. There then may be progression into the stage 
of coma where confusion deepens, patients sleep a 
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OK ESE In 30 cases of hepatic coma observed 
A SSW APA | at the Lawrence General Hospital, the clinical features, 

WSs yf ettologic factors and results of therapy are in complete accord 

with the reports from large teaching hospitals. 

ate In this group of patients, about one-half showed 
2 “exogenous” precipitating factors. These included 
gastrointestinal hemorrhage, infections and drugs. 
The methods of treatment were varied and yielded 
uniformly poor results. While this complication of liver disease 
\ presents few diagnostic problems, it presents a serious challenge 
in prevention and therapy. 


Hepatic Coma as Seen in a Community Hospital 


JOSEPH H. NICHOLSON, M.D. 


Lawrence, Massachusetts 


great deal, and it becomes difficult to arouse them. 

The coma may vary from a state in which reflexes 
are present and the patient responds to painful stimulli, 
to deep coma with areflexia and failure to respond. 
Most patients in hepatic coma seem, to the casual ob- 
server, to be sleeping peacefully. The tremor de- 
scribed above is most often seen during the period of 
impending coma and is absent when the patient is 
unconscious. Patients with impending coma may re- 
main in this stage from hours to weeks with major 
fluctuations in state of consciousness. Some may re- 
cover spontaneously from this state or may respond 
to therapeutic measures. 


CLASSIFICATIONS 


More recently, hepatic coma or encephalopathy has 
been divided into three main classifications: first, acute 
spontaneous encephalopathy ; second, acute exogenous 
encephalopathy; and third, chronic encephalopathy. 
The first group comprises patients with a decompen- 
sated liver and neurologic symptoms that, in general, 
lead to coma and death. In the second group with 
acute exogenous encephalopathy, there is compen- 
sated disease of the liver until there is a sudden addi- 
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tion of a nitrogenous load in the diet. These factors 
might include a high protein diet, the use of ammo- 
nium chloride or urea as diuretic agents, or the sudden 
flooding of the gastrointestinal tract as a result of 


hemorrhage. The third group suffer chronic encepha- — 


lopathy and include those showing mild, but definite 
mental symptoms staying for days or weeks and even 
months, in a state of marked fluctuation with no 
permanent mental improvement or regression. 

Murphy has described 40 cases of hepatic coma and 
has classified them as complicated and uncomplicated 
types of coma. The uncomplicated cases presented no 
precipitating factors. The coma was felt to be pre- 
cipitated in the complicated cases by infection in 17; 
acute hemorrhage in two; and cerebral metastasis in 
one. In a group of 20 complicated cases, it was felt 
that hypnotics and analgesics played a part in the 
development of coma in eight. 


Etiology 


Etiologic factors involved in hepatic coma have long 
been confusing. A possible relationship between hepatic 


40 CASES OF COMA: SYMPTOMS AND 
SIGNS* 


Uncomplicated Complicated 
Coma Coma 


Anorexia 

History of jaundice 
Jaundice 

History of ascites 
Ascites 

History of edema 
Edema 

Abdominal pain 
Palpable liver 
Palpable spleen 
Collateral abdominal 


veins 
Spider angiomata 


History of peripheral 
neuritis 


History of hematemesis 


*(Murphy, Chalmers, Eckhardt and Davidson) 


encephalopathy and nitrogenous intake was indicate:! 
when Pavlov and his associates described the occur- 
rence of meat intoxication in Eck fistula dogs. Re- 
cently, Davidson and his group revived interest in 
the capacity of nitrogenous substances to induce 
central nervous system symptoms in patients with 
liver disease. McDermott indicated a specific syndrome 
of ammonia intoxication related to the ingestion of 
nitrogenous substances in the presence of a portacaval 
shunt. It was also demonstrated by the same group, 
that the factor of ammonia intoxication played a simi- 
lar role in various other disorders of the liver and 
portal circulation. Similar observations have been re- 
ported by other groups. It has been generally agreed 
that not all cases of encephalopathy and liver diseases 
are the result of ammonia intoxication, that the dis- 
turbance of ammonia metabolism represents only one 
facet of a complicated metabolic disorder. 


Signs and Symptoms 


Listed in Table 1 are the chief complaints and 
physical findings in 40 cases of hepatic coma described 
by Murphy and coworkers. In Table 2 are listed chief 
complaints and physical findings in 30 cases of hepatic 
coma treated at the Lawrence General Hospital. In 
many of these there were multiple symptoms and 
findings. In the group described by Murphy, 17 pa- 
tients presented some change in consciousness. In 
seven cases, mental or neurologic findings were the 
chief causes of admission. In our group, nine of the 
30 presented some change in consciousness on ad- 
mission. In five, mental or neurologic findings were 
the chief cause of admission. The remainder of the 
group lapsed into various states of disturbance in 
consciousness within a matter of days and occasional- 
ly in a matter of weeks. They generally progressed 
through states of mental confusion, inappropriate be- 
havior, intermittent periods of semistupor and finally 
coma. The characteristic tremor described by Adams 
and Foley was seen in only three patients. This may 
well have been due to the lack of constant observation 
for this sign. Ascites was present in 24 of our 30 pa- 
tients. Jaundice was present in 21. 

Hematemesis was the presenting symptom in ten 
patients, all of whom lapsed into coma. Even though 
hemorrhage was controlled, nine of these patients 
died. In two other patients, hemorrhage was felt to 
be an important factor in production of progressive 
coma, although not a primary precipitating factor. 

The liver function tests on our patients are pre- 
sented in Table 3. The only test that was found posi- 
tive in 100 per cent of the cases in which it was done 
was the serum bilirubin level. 
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In our group of 30 patients, it was felt that hepatic 
coma was spontaneous in 16 patients and of exogen- 
ous origin in 14. Of these 14, the so-called exogenous 
group, ten were due to hemorrhage. Of these ten, 
nine were due to rupture of esophageal varices, the 
other was due to a bleeding duodenal ulcer. Two cases 
in this exogenous group were also thought to be due to 
infection, and in the remaining two, it was thought 
that drugs were a precipitating factor. One of these 
was morphine, the other sodium pentobarbital. 


Underlying Liver Disease 


Twenty-seven of the 30 patients in coma expired. 
The diagnosis was confirmed by autopsy in 19 cases 
and by liver biopsy in two others. In Table 4 is listed 
the pathologic diagnoses of our group of cases in 
hepatic coma. The cases in which no anatomic speci- 
mens could be obtained were felt clinically to fall into 
the Laennec or portal cirrhosis group. It was of inter- 
est to compare this with a similar group described by 
Adams and Foley. 


Treatment 


The treatment of our group of patients was some- 
what varied. Those admitted in a confused or disori- 
ented state were placed on intravenous therapy which 
included glucose given as a 5, 10 or 20 per cent solu- 
tion. The amount of glucose given varied from 200 to 
400 Gm. per day. Vitamins were given generally in 
the solution or by intramuscular injection. 

At times, it was found imperative to give some form 
of sedation which was usually in the form of meperi- 
dine, phenobarbital or chlorpromazine. Some form of 
sedation was given to only six of the 30 patients. It 
was not thought that any of these sedatives played a 
significant role in the production of coma. 

In the remainder of the group, the diet generally 
consisted of a high carbohydrate, 70-100 Gm. pro- 
tein, low salt diet with additional vitamins. There was 
no exact measurement of protein intake. Generally, 
these patients ate very poorly. 

In eight patients, L-glutamic acid was administered 
as a sodium and potassium salt intravenously. One 
of the eight patients given glutamate survived. In the 
other seven there was no apparent effect. 

Hemorrhage was a precipitating cause of coma in 
ten of the group. There were six other cases, not in- 
cluded in this group, who were admitted to this 
hospital for gastrointestinal hemorrhage from esopha- 
geal varices. These are not included in the group of 
hepatic coma, for five of these six patients died from 
e€xsanguinating hemorrhage. In this entire group of 
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SYMPTOMS IN 30 LAWRENCE 
GENERAL HOSPITAL CASES 


Swollen abdomen 
Anorexia 
Jaundice 


Hematemesis 


Nausea and vomiting 
Diarrhea 
Confusion 
Lethargy 
Dyspnea 
Melena 

Weight loss 
Convulsions 
Abdominal pain 
Chest pain 
Coma 


SIGNS IN 30 LAWRENCE 
GENERAL HOSPITAL CASES 


Ascites 

Jaundice 
Hepatomegaly 
Edema 

Spider angiomata 
Collateral veins 


Fever 


Hernia 
Polyneuritis 
Hydrothorax 
Xanthomata 
Purpura 
Lethargy 
Confusion 
Testicular atrophy 
Palmar erythema 
Tremor flap 
Coma 
Splenomegaly 
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SELECTED LABORATORY FINDINGS IN CASES OF HEPATIC COMA 


FROM LAWRENCE GENERAL HOSPITAL 


Thymol Cephalin 
Turbidity Flocculation A/G Ratio 


Prothrombin 
BSP Time 


«scott oso 


equivalent 
equivalent 
equivalent 
+ 
+ 


0 
0 
0 
0 


0 


ot + ot + 


4 


Total Tests 23 19 


Total 
Positive Tests (10) (15) 
3 equivalent 


8 


+ Positive O Negative 


Prothrombin—considered positive when prothrombin activity is 50 per cent or less. 


A/G Ratio—equivocal when ratio is 1 or slightly higher than 1. 


Table 3. 


16 patients, 15 were admitted primarily for gastro- 
intestinal hemorrhage because of ruptured esophageal 
varices. Fourteen were treated by tamponade of the 
esophagus, with a Blakemore esophageal tube, replace- 
ment of blood, fluids, electrolytes and vitamin K. 
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Fourteen of the 16 patients expired either from 
hemorrhage, or if hemorrhage was controlled, hepatic 
coma. The one patient in whom esophageal tamponade 
was not used survived with blood replacement and 
general supportive treatment. He then had a porta- 
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caval shunt. He is still alive and in apparent good 
health. 


Comments 


The diagnosis of hepatic coma generally presents 
little difficulty. The laboratory work is of little help 
in making a diagnosis of hepatic coma or in deciding 
the prognosis. Laboratory work generally expresses 
the severity of the underlying hepatic disease. It must 
be remembered that there are no changes in the liver 
attributable or otherwise related to the state of con- 
sciousness of the patient. Hepatic coma may occur 
in both static and acute forms of hepatic disease. 

A number of metabolic abnormalities had been 
studied, including severe liver disease; and some pa- 
tients may be particularly deranged in hepatic coma. 
Whether or not they are related to the pathogenesis of 
coma remains to be proved. Elevated blood pyruvate 
and lactate have been observed in hepatic coma. The 
implication of ammonia intoxication as a key factor 
has already been mentioned. The failure to find con- 
sistent correlation between ammonia blood levels and 
symptoms of hepatic coma are also well recognized. It 
is felt that McDermott’s classification of acute exoge- 
nous hepatic coma and acute endogenous hepatic coma 
is of considerable clinical value. It was his belief that in 
the exogenous group, ammonia intoxication was the 
predominant feature. L-glutamate proved to be an 
effective treatment. Of 14 patients treated by him with 
glutamate, five died of hepatic coma, five of other 
causes, and four survived. Eisman and his group 
studied 31 patients in hepatic coma. Of these, 28 had 
increased blood ammonia levels. Of 28 treated with 
glutamate, improvement was noted in nine. On the 
other hand, Sherlock and her group used sodium 
glutamate on 12 occasions without any result. 

There is little doubt that the prognosis in patients 
with acute exogenous hepatic coma, namely, coma in 
which there is a precipitating factor, is better than in 
those in the so-called acute endogenous group. How- 
ever, the value of sodium and potassium glutamate in 
the treatment of patients with hepatic coma with an 
elevated blood ammonia level is in question. 

The production of ammonia in bacterial enzymatic 
action upon urea or other nitrogenous compounds in 
the gastrointestinal tract was felt to make this site a 
major source of blood ammonia. This has led to the use 
of antibacterial agents against gastrointestinal organ- 
isms that produce ammonia. Fisher and his.group have 
administered neomycin in doses of 8 to 12 Gm. daily to 
11 patients, two of whom were seen in four episodes of 
Stupor or impending hepatic coma. There was a reduc- 
tion of venous blood ammonia in all, with improvement 
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in neurologic or mental symptoms. It was their 
opinion that neomycin effectively reduced blood am- 
monia in patients with cirrhosis by virtue of its effect 
upon the bacterial flora of the intestines. They felt 
that it was an effective therapeutic measure in patients 
with hepatic cirrhosis and ammonia intoxication. 
Neomycin has certain desirable characteristics for 
sterilizing the intestinal tract and thereby reducing 
ammonia formation. These are poor absorption from 
the intestinal tract; a wide-spectrum activity against 
both Gram-positive and Gram-negative organisms, and 
rare occurrences of resistance. Serious toxicity is not 
commonly observed when the drug is given orally. 
Welch has recently re-emphasized that hemorrhage 
is often a precipitating cause of hepatic coma in patients 
with liver disease. He has pointed out that hypotension 
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HEPATIC COMA UNDERLYING 
LIVER DISEASE 


Number of 
Adams and Foley 


Laennec’s cirrhosis 
Pigment cirrhosis 
Infectious hepatitis 
Biliary cirrhosis 


Toxic hepatitis 
Atrophy, acute, subacute 


Lawrence General Hospital Cases 


n 
— 


Laennec’s cirrhosis 
Pigment cirrhosis 
Postnecrotic cirrhosis 
Cholangiolitic cirrhosis 
Biliary cirrhosis 
Acute yellow atrophy 
Hepatoma * 

Total 


*The one case of hepatoma alee : 
underlying Laennec’s cirrhosis. 


Table 4. 
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Total 60 
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and liver anoxia are probably not the cause of coma in 
thesé cases. Examination of the liver in patients in his 
series who had died in coma showed only chronic liver 
disease with no evidence of superimposed recent 
necrosis as might be expected to follow ischemia and 
anoxia. This has also been our finding in our patients 
examined post-mortem. It is Welch’s feeling that 
hepatic coma is often initiated by large amounts of 
ingested blood in the intestines. The diseased liver is 
unable to metabolize the nitrogenous products re- 
sulting from digestion and absorption of blood in the 


gastrointestinal tract. High values for blood ammonia 
follow hemorrhage from varices in severe cirrhosis. 
This situation is analogous to the meat intoxication 
syndrome that occurs in dogs with complete portal 
venous diversion into the vena cava. Welch has thus 
advised that in addition to stopping bleeding from 
varices, the intestines should be emptied by the ad- 
ministration of purgatives and enemas. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Emergency Autogenous Blood Transfusion 


**Flesh with the life thereof, which is the blood thereof, shall ye 
net eat.”” Genesis 9:3, 4. 


Since the widespread establishment of blood banks, the 
necessity of using a patient’s own blood for emergency 
transfusion has become increasingly rare. However, cir- 
cumstances still arise when such a transfusion may be a 
life-saving measure. 

A 44-year-old woman had a complete hysterectomy for 
fibroids. All bleeding was controlled and the entire surgical 
procedure was without incident. Several hours later, the 
patient began to go into shock and it was soon apparent 
that an intra-abdominal hemorrhage was almost certainly 
occurring. The patient was a member of the Jehovah Wit- 
nesses, which now number more than 800,000, and both 


REQUIRED MATERIALS: 


1. Saftivac —CUTTER or any other transfusion vacuum 
bottle. 

2. Administration set of Plavolex (WYETH) unit, or 
other filter with hard plastic at both ends of filter. 

3. Anesthesia connecting set (intravenous) MEAD— 
List #584. 


SAFTIVAC: 


1. Leave “air” opening untouched. 

2. Connect one end of anesthesia connecting set to 
intake tubing of suction machine, and insert opposite 
end with any gauge needle attached, into the “dia- 
phragm” opening of the Saftivac. 

3. Cut filter unit free of tubing from the Plavolex set, 
using sterile scissors. Insert cut end into sterile tubing of 
Poole suction tip from O.R. table. Place sharp end of 
fliter into “outlet” opening of Saftivac. 

4. Start suction. 


she and her husband refused to permit a blood transfusion 
preparatory to exploratory laparotomy. She was given Dex- 
tran and other liquids with little improvement of blood 
pressure. In the meantime, however, a telephone call to 
the head of the Jehovah Witness organization obtained 
permission to use the patient’s own blood “as long as it 
was not stored.” About 14 pints were salvaged and the 
patient made an uneventful recovery following laparotomy 
and ligation of a small bleeder. 

Equipment for such a transfusion is usually makeshift 
and following this case, various methods were studied to 
determine the most efficient, yet readily available apparatus. 
It is suggested that each operating room supervisor be 
given the following for the “Procedure Book.” All items are 
found in practically any supply room stock. With this 
setup, it is easy to salvage fairly large quantities of blood. 
—E. J. m.p., Boonton, N.J. 
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Problems 
in the Management 
of Patients 
with Endocrine Ablation 


VINCENT P. HOLLANDER, M.D. 


University of Virginia Medical School 
Charlottesville, Virginia 


Patient education is essential following 

endocrine surgery. Minor illnesses re- 

quire immediate attention. When compli- 

cations develop, the patient should be 

hospitalized. Cortisone is the most effective 
single agent. 


THE MORE WIDESPREAD USE of adrenalectomy and hy- 
pophysectomy for the treatment of advanced breast 
cancer has greatly increased the population of indi- 
viduals with surgical ablation of essential endocrine 
organs. Such patients are susceptible to many compli- 
cations that are not necessarily due to their underlying 
neoplastic disease. 


Care of Adrenalectomized Patients 


Patients who have undergone bilateral adrenal- 
ectomy are discharged on a maintenance dose of 37.5 
to 75.0 mg. of cortisone acetate, taken daily in two 
divided doses. Supplementary desoxycorticosterone 
is rarely necessary but is employed where postural 
hypotension is an intractable problem. Maintenance of 
adrenalectomized patients on the newer cortical 
steroids such as Prednisone and Triamcinalone is not 
recommended since more urinary sodium retention is 
desirable than these compounds afford. 
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It is essential that prior to discharge several lengthy 
and complete discussions educate the patient to the 
problems of the adrenalectomized state. In many 
respects this educational period is similar to the ed- 
ucation of the diabetic. She should be told that her 
maintenance dose of cortisone is an approximation, 
found adequate for her while she is well, but that new 
situations may affect her requirement. It is essential 
for her to realize that stressful conditions of all types, 
infection, injury, advance in her underlying disease, 
large alterations in ordinary salt or fluid intake, 
diarrhea or the administration of medication may all 
make the basic dose of cortisone insufficient for main- 
tenance. The patient is taught that minor illness must 
be brought immediately to the physician’s attention 
so that she may be carefully watched for the possible 
advent of adrenal insufficiency. She is also taught to 
weigh herself daily with bathroom scales and is made 
to understand that changes in weight of seven or more 
pounds in a week must be brought immediately to a 
physician’s attention. She is drilled in the symptoms 
of adrenal insufficiency so that when fever, nausea, 
vomiting, weakness or abdominal pain appear, the pa- 
tient will seek prompt medical attention. 

She is also taught that the first sign of impending 
adrenal insufficiency is often a vague lack of the ordi- 
nary sensation of well-being. In our experience this 
teaching has not led to undue apprehension or ex- 
cessive office or clinic visits on the part of our patients. 
Careful inquiry is made into the usual salt intake in 
order to detect those individuals who have an unusu- 
ally low or excessive amount of salt in the diet. The 
habits are checked in order to detect individuals who 
maintain their home at an unduly high temperature 
or who are prone to the use of cathartics or self-medi- 
cation of any other kind. It is emphasized to the pa- 
tient that the surgical procedure was done in order to 
afford her as completely a normal life as possible. Our 
patients have been able to engage in factory and farm 
work as well as active sports, when these have not been 
contraindicated by the problems posed by the primary 
neoplastic disease. 


Care of Hypophysectomized Patients 


Patients who have undergone hypophysectomy are 
discharged on the same maintenance dose of cortisone 
as that given to adrenalectomized patients. In addition, 
all patients are given 100 mcg. of triiodothyronine 
daily. Few patients require the administration of pitres- 
sin. Although all hypophysectomized patients have 
higher urinary volumes than normal, almost all of them 
will rapidly compensate for this by drinking more 
water. We do not attempt to reduce the urinary volume 
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unless the frequency of urination is decidedly unpleas- 
ant or interferes with adequate sleep. When required, 
patients are readily taught to take posterior pituitary 
powder by nasal insufflation. They should take only 
enough to make them comfortable. They are instructed 
in the undesirable side effects of excessive administra- 
tion of pitressin, such as the advent of headache, 
abdominal cramping or the production of an acute 
period of fluid retention. 

Some patients who require pitressin on discharge 
from the hospital soon find that they may stop the 
administration with only minimal discomfort from 
polyuria. Prior to discharge the education sessions 
are held (as with the adrenalectomized patient) so 
that the return home will not bring about unexpected 
situations. The patient is assured that the “master 
gland” which has been removed is not necessary for a 
normal and comfortable life, provided the prescribed 
maintenance schedule is adhered to. Patients are en- 
couraged to ventilate their apprehensions and ques- 
tions regarding the sequelae of the procedure. During 
the interview it is brought out that the operation will 
not affect the personality or mentation. It is carefully 
explained that the administration of cortisone is ab- 
solutely necessary and that the failure to take the thy- 
roid replacement medicine will eventually result in 
undesirable symptoms. It is gratifying that even illit- 
erate patients may readily be taught the importance 
of these medications and the signs and symptoms 
which must cause them to seek medical assistance 
immediately. 


Complications 


- When the ablated patient complains of weakness 
or loss of her natural sense of well-being, nausea, 
vomiting, abdominal pain, fever, lethargy, edema or 
striking weight loss, the situation should be regarded 
as a medical emergency. Such a patient should be 
promptly admitted to the hospital since her manage- 
ment under any other circumstances is extremely 
hazardous. A careful history of the development of the 
complication is the key to effective management. The 
patient who has reduced her intake of cortisone in the 
interests of economy may be unwilling to volunteer 
this information. If the pathogenesis of the present 
complication is not clear, certain specific areas of 
questioning have proved to be especially effective in 
determining the difficulty. One of our patients in ex- 
cellent remission of widespread bony metastatic breast 
carcinoma suffered nausea, vomiting and profound 
weakness. Physical examination revealed no progres- 
sion of her disease but the blood pressure was 90/70. 
A serum sodium was 122, potassium 6.2, chloride 9.7 
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mEq./L. No explanation could be found for the ap- 
parent degree of adrenal insufficiency until it was 
learned that she had maintained her home at 80° F, 
for her husband’s comfort and had shared with him 
a low-sodium diet which had been prescribed for him 
by another physician. 

Specific questions with regard to the advent of gas- 
trointestinal disorders are valuable. Diarrhea or 
vomiting due to an obvious dietary indiscretion may 
lead to intolerable loss of electrolyte in these sensitive 
patients, with the consequent development of adrenal 
insufficiency. The recurrence of severe bone pain after 
an interval of remission may explain the picture in 
terms of recurrent cancer and possible hypercalcemia 
secondary to increased bone destruction from the 
growth of metastatic tumor. The immediate laboratory 
examination need not be elaborate but should include 
hematocrit, serum sodium, potassium, chloride, COs, 
calcium and alkaline phosphatase. A chest film and 
metastatic bone survey complete the routine work. 
From this information and the patient’s recent weight 
change, it can be readily determined if an electrolyte 
distortion exists and whether this distortion arose as 
a result of fluid retention or loss, or electrolyte re- 
tention or loss. The basic examination should detect 
foci of infection or progression in the underlying neo- 
plastic disease resulting in increased demand for 
corticosteroid. 


Treatment 


The single most effective agent for the immediate 
treatment of complications is cortisone. When the ad- 
renalectomized or hypophysectomized patient is not 
doing well and the entire picture is not clear, it is best 
to increase the dose of cortisone promptly in order to 
prevent the development of adrenal insufficiency if this 
entity has not already developed. This is a helpful rule 
to follow irrespective of whether the patient has suf- 
fered progression of neoplastic growth, the develop- 
ment of pneumonia, a urinary tract infection, a tran- 
sient gastrointestinal disorder, or has taken inadequate 
cortisone or salt. 

The administration of high doses of cortisone at this 
time is carried out with a full realization of the difh- 
culties that may be encountered with infection not ade- 
quately covered by antibiotic therapy, or with the 
silent nature of catastrophic abdominal surgical disease 
in the heavily cortisonized patient. If corticosteroid 
therapy is not adequately started and the patient has 
been under considerable stress as a result of the various 
factors discussed above, there may be prompt deteri- 
oration to a point where adrenal insufficiency becomes 
essentially irreversible. 
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Usually 50 mg. of cortisone acetate is administered 
intramuscularly every four hours. If manifest adrenal 
insufficiency is present, intravenous hydrocortisone 
is given. 

Hypotension is treated with intravenous norepine- 
phrine. Fluid replacement is begun cautiously to 
avoid pulmonary edema, since this entity may occur 
very easily in individuals who fail to achieve a water- 
induced diuresis due to lack of available corticosteroid. 
Intravenous glucose is given with sufficient sodium 
chloride to replace that lost in urine, diarrheal stool 
and vomitus. Potassium should not be administered 
unless a severe deficit has been demonstrated and 
then only after high-dose cortisone therapy has been 
instituted. 

Once clinical improvement is manifest, the dose of 
cortisone is gradually reduced. If hypercalcemia is 
present, a low-calcium diet should be administered 
and fluid administered to tolerance. If recurrent cancer 
is found, appropriate treatment is instituted. If the 
recurrence is localized and radiotherapy is to be 
given, it is almost always necessary to give an in- 
creased maintenance dose of cortisone (100-300 
mg./day). If androgen or estrogen treatment is to be 
attempted, careful observation is necessary to detect 
adverse effects of the steroid therapy such as sodium 
retention or increased growth of the neoplastic tissue. 
If further ablative surgery is contemplated, adequate 


steroid replacement therapy must be planned. 


Summary 


The patient who has undergone hypophysectomy 
or bilateral adrenalectomy for the treatment of ad- 
vanced breast cancer must be carefully instructed in 
the same way that diabetic patients are instructed 
about their special medical problems. This under- 
standing must be especially clear for those patients 
who have achieved a good remission as a result of these 
procedures, since it is often difficult for them to appre- 
ciate the need to seek medical advice for minor illness. 
The patient’s general sense of well-being and her 
maintenance of constant daily weights are excellent 
points of reference which must be emphasized in the 
discharge instruction. Prompt diagnosis of adrenal in- 
sufficiency, or of stressful complications which will 
lead to adrenal insufficiency, is of great importance. 
Prompt treatment should follow this diagnosis, regard- 
less of the nature of the complication. It is almost 
always necessary to increase the corticosteroid dosage. 
Once this is accomplished, repair of electrolyte distor- 
tion and treatment of the underlying complication will 
often result in gratifying restoration to a state of well- 
being. If recurrent cancer is the problem, appropriate 
treatmient is instituted with adequate corticosteroid 
therapy. 
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This is the third in a series of interviews 

between an Academy member and another 
physician about a “problem case.” 

In this instance, the interview was conducted 
person to person between Dr. Daniel M. Rogers, 
chairman of GP’s Publication Committee, 

and Dr. Roger L. Black of the National Institute 
of Arthritis and Metabolic Diseases. 


Daniel M. Rogers, M.D- 

was one of three men elected 

to the Academy’s Board of Directors 

at the 11th Annual Assembly 

in San Francisco. In addition, he 

has been named Ansstracts editor for the 
second consecutive year. A Harvard 
graduate, Dr. Rogers had a rural practice 
in Clinton, N.Y. for six years, prior 

to moving to Wenham, Mass. in 1945. 


Roger L. Black, M.D. 

codirector, rheumatology service, 
Georgetown Division, District of Columbia 
General Hospital, is also clinical 

assistant professor of medicine, 
Georgetown University. Dr. Black was 
graduated from Syracuse University 
School of Medicine and took both 

his internship and residency 

at the USPHS Hospital, Baltimore. 


Rheumatoid Arthritis 


Conservative therapy—rest, salicylates and physical 
measures—is effective in about 50 per cent of pa- 
tients with rheumatoid arthritis. When such ther- 
apy does not suffice, injections of gold would be the 
next step. Chrysotherapy is quite without incident in 
most patients, although a close watch must be kept 
for reactions in skin, kidneys, liver and blood. In 
the event of a toxic reaction or absence of therapeutic 
effect, corticosteroid therapy should be tried. Doses 
of the corticosteroid agent are kept as small as pos- 
sible, and the drug is withdrawn gradually when 
it ts evident that the arthritis is under control. Es- 
timate of control is still best accomplished by clinical 
observation, although the sedimentation rate or the 
test for C-reactive protein may be helpful in sub- 
stantiating the clinical impression. 


Dr. Dantet Rocers: Let me introduce in absentia a 
patient with rheumatoid arthritis, Dr. Black, who is 
really a difficult and interesting problem to me. | 
would very much appreciate your opinion on some 
phases of her case. She is an 84-year-old white widow 
who has been accustomed to a pretty full, energetic 
existence, which has been considerably hampered by 
the insidious onset of this rheumatoid arthritis. Al- 
though she’s had twinges of osteoarthritis in some of 
her weight-bearing joints and in the terminal joints of 
the fingers for more or less ten years, her present ill- 
ness really began about August, 1955. Then she had 
some sharp pains in the joints of both hands, her fin- 
gers, her shoulders and her feet. There was no par- 
ticular intercurrent infection at that time, although, 
as I will tell you later, she did have a chronic derma- 
tosis. There was no fever. Her first episode subsided 
spontaneously after about a week. Subsequently, she 
has had a number of attacks, lasting for weeks to 
months in the same joints, but not all at once, accom- 
panied by increasing periarticular reaction and inflam- 
mation and some increased muscle wasting and 
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weakness, and sometimes muscle cramps. Ultimately, 
she has developed slight flexion deformity of the 
metacarpal-phalangeal joints. I tried symptomatic and 
supportive therapy at first, and some mechanical sup- 
port alternating with a little exercise, salicylates, 
infrared treatments and increased bed rest. As further 
attacks occurred, she was given a course of vitamin D 
for about six weeks in oral doses of 50,000 to 200,000 
units daily. There was some temporary improvement, 
but of course it’s hard to say whether this was due to 
the therapy or whether this was a spontaneous remis- 
sion. 


Chrysotherapy 


In August, 1958, it was decided to try chrysotherapy 
in an attempt to halt the progress of the disease, 
beginning with a dose of 25 mg. of a 50 per cent salt 
weekly, and increasing gradually up to 50 mg. after 
about six weeks. Do you think that I was justified in 
using chrysotherapy at this point? 

Dr. Rocer Brack: Absolutely, Dr. Rogers. The con- 
servative management with rest, physical therapy and 
salicylates early in the disease is effective in approxi- 
mately half of the patients, and I certainly agree with 
the choice of gold as the next therapeutic agent. It has 
been shown that gold, used fairly early in the course of 
the disease, as in this instance, is often quite effective. 
What of the results? 

Dr. Rocrrs: We had to discontinue it after reaching 
a dose of 50 mg. for four consecutive weeks, due to the 
occurrence of some loose stools, tenesmus, abdominal 
cramps and nausea. I might interject at this point the 
fact that she had been subject to gastrointestinal 
symptoms long before chrysotherapy was considered 
—which may be due to emotional disturbance or pos- 
sibly a little underlying recurrent mucous colitis. This 
made it confusing. However, there was a chance that 
she was reacting to the gold unfavorably, and hence it 
was discontinued for a period of weeks. The other indi- 
cation that this might have been a gold reaction was 
that both subjectively and objectively she appeared to 
be almost completely relieved of her arthralgia. Her 
muscle strength was good, although her hands and arm 
muscles still showed some wasting. She is an ardent 
bowler, and she only omitted her bowling entirely dur- 
ing the worst of her attacks. At this point, she stated 
that she was up to her usual form. Her total remission 
from arthritic symptoms lasted for just about four 
weeks without chrysotherapy. Her abdominal symp- 
toms improved as the remission ended. The chryso- 
therapy was resumed at a dosage level of about half 
that previously reached. Does this sound like an intel- 
ligent procedure? 
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Dr. Brack: I take it that you aren’t firmly convinced 
that the colitis is a toxic reaction to gold, although this 
is a strong possibility. 

Dr. Rocers: It’s a strong possibility, but in view of her 
past gastrointestinal history, I was confused. Is there 
any way by which I could have determined more 
accurately whether this was a gold reaction or whether 
this was simply a recurrence of her pre-existing recur- 
rent colitis? 

Dr. Brack: I don’t know of any way of determining 
this point conclusively. You have raised a very inter- 
esting consideration—the connection of a toxic reac- 
tion with the response to chrysotherapy in rheumatoid 
patients. Many people working with patients with 
rheumatic diseases have remarked upon the concur- 
rence of toxic manifestations, particularly skin mani- 
festations, with remission of the disease during 
chrysotherapy. Dr. Bauer, in some of his early papers, 
commented upon this. Dr. Bayles, at the American 
Rheumatism Association meetings in 1956 in Chicago, 
presented a paper on this very point. There were some 
50 patients in his series, and all of them underwent 
clinical improvement in their disease concurrently with 
the appearance of skin rash. He didn’t regard the 
toxicity as a complete contraindication to continuation 
of therapy. : 

More recently, Dr. Richard Smith has reported upon 
his studies with patients on gold who have shown im- 
provement concurrent with toxic manifestations, and 
has shown the interesting fact that not all patients ex- 
crete gold in a uniform fashion. Previously we've as- 
sumed an excretion of approximately 1 mg. per day. 
He found the average patient will excrete 15 per cent of 
his administered dose in the first week following the 
dose. However, a number of patients are hypoexcretors, 
and these tend to be the ones who show toxic mani- 
festations and remissions. Hyperexcretors, on the other 
hand, usually have neither improvement nor toxic 
manifestations. It is interesting that this came up with 
your patient. 

Dr. Rocers: Incidentally, at this point, her total dose 
was 355 mg. of a 50 per cent salt, making a total gold 
dosage of only a matter of 150 to 160 mg. That is a 
rather small amount in which to expect much im- 
provement, is it not? 

Dr. Brack: I take it this is during the first two months 
of the course? 

Dr. Rocers: Yes, that’s correct. 

Dr. Brack: That is approximately the time one would 
expect to find improvement. So I think that’s quite in 
order. There’s one point about colitis, as a toxic man- 
ifestation of gold, that I might comment on. This cer- 
tainly is not a common manifestation of toxicity. In 
reported series on patients treated with gold, toxicity 
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The patient is an ardent bowler, omitting this activity only during 
her most severe attacks. X-rays of the left wrist show advanced 
bone atrophy throughout the hand and wrist with slight narrow- 
ing of the interphalangeal joints. The appearance is that of an 
atrophic arthritis. 
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of one sort or another occurs in approximately 35 io 
40 per cent of the patients; serious manifestations only 
in somewhat under 10 per cent of patients. 

Dr. Rocers: We were watching her blood closely, of 
course, throughout her whole therapy, and she ney er 
showed any granulocytopenia or reduction in total 
cell count. I was particularly anxious about her skin 
because of her past history, which I’ve not yet given 
you, of pemphigus vulgaris. Fortunately, again, there 
seemed to be no adverse skin reaction at any time. | 
watched her mouth closely for evidences of desquama- 
tion or deposit of heavy metal at the gingivodental line, 
and nothing of that sort ever appeared either. 

Dr. Brack: It is fortunate that skin manifestations 
haven’t appeared, because this would be most confusing 
—whether the pemphigus had become reactivated or 
whether this was a manifestation of gold toxicity. 

Dr. Rocers: My main interest today is in inquiring, 
not only as to your opinion of the effectiveness of gold 
therapy, but also to discuss other possible modes of 
therapy which might be employed in a patient of this 
sort. For that purpose, perhaps I should give you a 
little more background on her case. She has been a 
widow for about 20 years. A comfortable income has 
allowed her considerable freedom of activity. She had 
always been athletic. Her general health has been 
excellent, and she has continued an active physical and 
social life to date—quite belying her chronologic age. 
Emotionally, she is quite stable. Her principal emo- 
tional trauma occurred on the death of her only re- 
maining close relative, and the complexities of handling 
his estate, which fell on her shoulders. 

In February, 1950, she developed an obscure gen- 
eralized progressive dermatosis, which was diagnosed 
six months later as pemphigus vulgaris. At that time, 
the dermatologist estimated her life expectancy at six 
months. Although experience on hormone therapy was 
then limited, she was treated intensively, first with 
ACTH, then with cortisone, with dramatic results. 
Despite heavy doses for a year, the only troublesome 
complication was some increased osteoporosis. Appro- 
priate supportive and supplemental drug therapy 
accompanied her steroid medications, and metabolic 
balance was quite satisfactorily maintained. In view of 
her past exposure to the corticosteroids, I have been 
reluctant to employ them in the treatment of her 
rheumatoid arthritis. Would you care to comment on 
steroid therapy for arthritis in general, and with special 
reference to this case ? 


Steroid Therapy 


Dr. Brack: Well, in general, steroid therapy seems 
best left until other measures have been found inade- 
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quate. I think that the course of action in this case has 
been excellent. Your question now centers about 
what to do from this point on. 

Dr. Rocers: Yes. She is still taking hydrocortisone 
for control of her pemphigus. As I say, the dose 
was rather large at the outset. It had been reduced 
by 2.5-mg. decrements, approximately every six weeks, 
with occasional increases for flare-ups of her skin 
disease. She is currently taking 2.5 mg. of hydro- 
cortisone every other day. She associated one ex- 
acerbation of the arthritis with the reduction of her 
steroid from 5 to 2.5 mg. daily—that was in April, 
1958—but the steroid therapy was not disturbed at 
that time for fear of modifying the response of her 
skin disease. 

Dr. Brack: This, as you know, is a very small dose, 
and I would think we could almost regard it as not 
being significant in her arthritic state. 

Dr. Rocers: That was my impression. 

Dr. Brack: The question now would be whether to 
reinstate chrysotherapy or to start off on some new 
form of treatment. Is that your point ? 

Dr. Rocers: Yes. Certainly you would not disturb 
her steroid medication at this time, I gather? 

Dr. Brack: I wouldn’t at the moment. My choice 
would be to try the gold again . . . watching carefully 
the bowel situation. At this time, I take it, the colitis 
is quiet ? 

Dr. Rocers: The colitis has quieted down. Conse- 
quently, within the past two weeks, I have reinstituted 
gold therapy, deciding to reduce the dose to ap- 
proximately one-half the level reached before, as a 
trial, so that she is now getting a dose of 50 mg. intra- 
muscularly every two weeks. 

Dr. Brack: I think that’s quite what I would do also. 
Fortunately you have a parameter to watch—that of 
the reappearance of the colitis. I take it you’re also 
following the blood and urine as you did before? 
Dr. Rocers: Yes, we are. I didn’t mention that her 
urinalyses have all been entirely normal. There has 
been no albumin, and no red or white blood cells 
in the urine at any time. The sedimentation rate 
has not been significantly improved as a result of 
her chrysotherapy or any other measure so far em- 
ployed. For example, on one occasion just prior to 
starting gold treatment, it was 41 mm. per hour by 
the Westergren technique, and after ten weeks of 
treatment when her chrysotherapy was temporarily 
halted, her sedimentation rate was still 37 mm. per 
hour. Is this the usual experience—that the sedi- 
mentation rate does not respond very rapidly—is 
it no longer an effective index cf the response of 
arthritis in the presence of chrysotherapy ? 

Dr. Brack: I think that we tend to de-emphasize 
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the sedimentation rate in handling arthritis patients, 
because very frequently the inflammatory aspect of 
the disease as measured in terms of joint involve- 
ment will respond, and the sedimentation rate will 
remain elevated. This is particularly true in patients 
treated with drugs such as phenylbutazone. But in 
a case such as your woman’s, it is likewise true tl.at fall 
in the sedimentation rate does tend to lag behind the 
other evidence of clinical improvement. I wouldn’t 
be alarmed at the continuation of an elevated sed 
rate. Actually, in a patient such as this, with other 
complicating disease— 
Dr. Rocers: Yes, the other disease, I suppose, could 
likewise be responsible for the elevation in her sedi- 
mentation rate, although clinically her pemphigus 
has been in a state of virtually total remission for a 
matter of 18 months. Occasionally, she has a few 
blebs appear as the result of emotional disturbance 
or some local intercurrent infection. Nonetheless, I 
can imagine that might also have a significant effect 
on sedimentation rate, being such a profound systemic 
disease. 

Is there any other type of laboratory study that 
might be valuable in assaying the degree of activity 


"Frequently the inflammatory aspect of the disease as 
measured in terms of joint involvement will respond, 
and the sedimentation rate will remain elevated.’’ 
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of her rheumatoid arthritis, or would you be content 


to rest entirely on the clinical manifestations of range 


of joint movement, absence of periarticular response, 
presence or absence of fever, and other such con- 
siderations in the physical examination? 

Dr. Brack: One might use the C-reactive protein as an 
index of inflammatory disease. Occasionally one will 
find a discrepancy between an elevated sed rate and 
normal C-reactive protein and vice versa, although 
usually these two parameters tend to parallel each 
other. With regard to a laboratory index of the activity 
of the disease, I think I would be inclined to depend 
more upon clinical observation, as you suggest, but 
the sed rate is very useful in documenting a case for 
publication because it’s a number. Actually what’s im- 
portant to the patient is how the joints feel—how they 
can be used, and these things are relatively simple for 
a person to assess clinically. 

Dr. Rocers: I know very little about C-reactive pro- 
tein. Is it necessary to establish an initial base line 
when it’s measured ? 

Dr. Brack: This is merely a serologic test with a 
reaction between the antiserum and the C-reactive 
protein in the patient’s serum. In the presence of a 
heavy precipitate, you usually grade it as 44+—on 
down to nothing. And so the test then will read trace, 
1, 2, 3 or 4+. 

Dr. Rocers: In other words, with total remission one 
would expect a trace or a zero precipitate? 

Dr. Brack: Yes, you would expect zero. 

Dr. Rocers: Would C-reactive protein be affected by 
intercurrent disease, fever— 


The individual who ts advised to receive spa treat- 
ment might find the arthritis aggravated sheerly from 
worry over how the treatment would be financed.” 


Dr. Brack: Unfortunately, yes, much the same way as 
the sedimentation rate. 

Dr. Rocers: So, in other words, we do not have 
any laboratory procedure that would differentiate be- 
tween the activity of rheumatoid arthritis and any 
other chronic disease from which the patient might be 
concurrently suffering? 

Dr. Brack: That’s right. 


Physiotherapy 


Dr. Rocers: Another question that has come up— 
she has in the past gone to some of the well-known 
watering places in Virginia for spa treatment. This is 
considered to be a useful form of physiotherapy for 
arthritis. I have sometimes been in doubt, in my own 
mind, as to how useful it actually is. How much of it 
is psychologic and how much of it is actual? How do 
you feel about treatment at the various spas? 
Dr. Brack: I think for someone who can afford to go 
to a spa, this is a very fine thing. I would never advise 
anyone to go if there were some resultant economic or 
social inconvenience. I think all of us feel better when 
we’re away on a week’s vacation—away from re- 
sponsibilities—and this is a big part of the improve- 
ment patients experience when they do go to the spa. 
However, if this is to be an economic hardship, quite 
the reverse may be experienced by the patient while 
he’s worrying about how to pay for the trip. So in the 
picture you have painted, it would appear that this 
lady could afford such a trip, and might benefit from it. 
Dr. Rocers: In other words, I suppose it might be 
fair to say that the individual who is advised to receive 
spa treatment might find the arthritis aggravated 
sheerly from worry over how the treatment would be 
financed, and there we’d get a paradoxic reverse effect. 
Before we leave the steroid therapy aspect com- 
pletely, one other detail comes to mind. I have read 
reports from the Mayo Clinic, not many months ago, 
of the occurrence of a variety of symptoms and patho- 
logic states resulting from improper management of 
steroid therapy—even in those who do not have 
arthritis—so that arthritic symptoms and arthralgias 
may be manifest exclusively as a result of too rapid 
withdrawal of steroids. 
Dr. Brack: I presume that you are referring to the 
“*hypercortisonism syndrome.” 
Dr. Rocers: Exactly. 
Dr. Brack: This is a very interesting observation 
made by the Mayo group and one which most of us 
have had the opportunity to observe subsequent to 
their original description. Usually patients with this 
syndrome of arthralgia, cyclic mood changes, fatigue 
and malaise have been receiving what we regard as 
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very high steroid doses. In the case of prednisone, all 
of the patients whom we observed with the syndrome 
have received above 15 mg. daily. The arthralgia and 
malaise actually tended to decrease with very slow 
withdrawal of the steroid. This is an interesting para- 
dox because several of these patients had what we 
regarded as an increase in activity of the rheumatoid 
disease, manifested by muscle pains and generalized 
aching, and this had lured us into the trap of increas- 
ing the steroid dose only to be confronted again with 
an increase in symptoms. It was fascinating to watch 
these patients improve as we gradually withdrew their 
steroid under hospital observation. Some of these 
people upon arriving at a 15 mg. daily dose felt moder- 
ately better than they had while taking 25 or 30 mg. 
Dr. Rocers: In other words, if steroids were to be 
employed in the treatment of rheumatoid arthritis, the 
principle would be to increase the dose with con- 
siderable caution for fear of promoting the very disease 
you were trying to cure by the treatment. 

Dr. Brack: Well, the caution would be to be certain 
of the clinical manifestations that one was treating. In 
other words, if a patient complained of aching or 
malaise, this should not be sufficient for the physician 
to raise the dose. However, if the patient complained 
for a week or two with increased joint tenderness and 
swelling, and if there were a rising sed rate, this would 
be evidence that the arthritis was active, and a deci- 
sion to raise the dose might be made. 

Dr. Rocers: Reverting again to your side remarks 
about spas, I fully recognize that undoubtedly I am 
providing some sort of psychotherapeutic outlet for 
this lonely patient, which perhaps is having as much 
benefit on her varied symptoms and her varied diseases 
—arthritis and pemphigus alike—as any drug therapy. 
Reviewing it from the psychologic standpoint again, 
she is an individual who is quite alone in the world, 
with no close relatives, although she has many friends 
and leads a very active social life. Yet she comes to 
me, as patients often go to their physicians, full of 
complaints of muscle twinges and vague discomforts 
here and there. She has an irritable bowel, as we 
already know. In the beginning I was inclined like- 
wise to discount her reports of arthritis symptoms, 
attributing them entirely to her personality complex 
which gave rise to a variety of neurotic complaints. In 
retrospect, perhaps that was why it took me so long to 
recognize—when she came complaining that her feet 
ached and her hands were lame and stiff and her back 
was sore when she got out of bed and she couldn’t 
sleep because of her stiff joints—that this was not 
purely old age and loneliness. As x-ray studies con- 
firmed my suspicion that she had both osteoarthritis 
and rheumatoid arthritis, I understood that I was 
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“Tt was fascinating to watch these patients improve 
as we gradually withdrew their steroid under hos- 
pital observation.”’ 


dealing with true clinical disease and not purely 
neurosis. That is another reason that I’ve been very 
cautious about employing any powerful drugs that 
might have significant side effects which would further 
confuse the issue. 
Dr. Brack: It is certainly better to be cautious about 
steroids. You mentioned that the patient has osteo- 
porosis; of course, one would worry about causing a 
more marked degree of osteoporosis. It would be much 
more desirable to use the gold, at the right dosage to 
achieve relief without the toxic effect. 
Dr. Rocers: In surveying the panorama of drugs 
currently available for the treatment of rheumatoid 
arthritis, many of which have given excellent clinical 
response, I’ve been wondering if I should consider, at 
least as a second line of defense, in case I have to 
forsake gold completely because of its toxic reactions, 
one of the other agents. What about the effectiveness 
of phenylbutazone ? 
Dr. Brack: Phenylbutazone certainly has been used 
by a great number of physicians both here and abroad. 
It’s been a very interesting compound to study. It has 
clear-cut anti-inflammatory properties. It has been 
found very useful in the treatment of a number of 
conditions, particularly gout and Marie-Striimpell 
spondylitis. In these instances, it affords relief of pain 
to individuals who cannot obtain such relief by 
salicylates. 

Application of phenylbutazone to rheumatoid arth- 
ritis, however, is a little different proposition. Other 
compounds are more effective and better anti-inflam- 
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matory agents, Steroids are an example of this category 
of compounds. The side effects of steroids are well 
known, and unfortunately frequent. In the case of 
phenylbutazone, there’s an equal number of toxic side 
reactions. One then is confronted with the alternatives 
of steroids or phenylbutazone, each with approxi- 
mately the same incidence of side effects. In the one 
case, steroids offer more effective anti-inflammatory 
action, and so perhaps would seem the better of the 
two choices. 


Chloroquine and Hydrochloroquine 


Dr. Rocers: Another pair of drugs that is widely 
recommended and with which I’ve had success occa- 
sionally in the past are the atabrinelike drugs, chloro- 
quine and hydrochloroquine. What has been your 
experience with these? 

Dr. Brack: This category of compounds has been en- 
thusiastically received by several members of the 
American Rheumatism Association. Dr. Bagnell of 
British Columbia has reported very good results with 
chloroquine in the treatment of rheumatoid arthritis 
patients. Dr. Calkins and his group at Massachusetts 
General Hospital have also had some degree of success 
with the use of these drugs. Unfortunately, our results 
have not been quite so good. We’ve encountered a 
number of patients with gastrointestinal and skin 
reactions, and have not been fortunate enough to 
achieve a marked degree of relief of arthritis. Con- 
sequently, we are not very enthusiastic about suggest- 
ing chloroquine in the treatment of rheumatoid 
arthritis. 


Dr. Rocers: Of course, one always thinks of the out- 


standing case in considering the use of a drug when 
there are several from which to choose. At the moment, 
I recollect a man suffering from myeloid metaplasia of 
advanced degree, who already suffered a great deal of 
gastrointestinal irritation due to his extreme spleno- 
megaly. His pre-existing disease was further com- 
plicated by the development of an acute painful 
rheumatoid arthritis in the hands and feet, so that his 
life was truly miserable. I gave him chloroquine with 
almost dramatic response for the last eight months of 
his life. He finally died from massive gastrointestinal 
hemorrhage. He was completely relieved of all arth- 
ritic symptoms. 

Dr. Brack: Well, experience such as this certainly 


influences one’s decision to use the same drug again. 
Dr. Rocers: Are there other drawbacks to the use of 
the atabrine-like drugs? 

Dr. Brack: The things that I mentioned should he 
considered. Someone who already has an irritable (| 
tract might well be expected to have an increase in 
symptoms, since GI tract disturbance—nausea, vomit- 
ing and diarrhea—has been reported with this drug. 
Dr. Rocers: Are these symptoms that can be over- 
come by diminishing the drug or by withholding it for 
a short time—and resuming dosage ? 

Dr. Brack: I can think now of two instances where we 
were confronted with this symptom and the patients 
flatly refused to take the tablets again. 

Dr. Rocers: Can the symptoms be controlled by any 
adjuvant medication in conjunction with the chloro- 
quine or hydrochloroquine ? 

Dr. Brack: We didn’t try this. It might be successful. 
Dr. Rocers: Do you have any other suggestions for 
the treatment of rheumatoid arthritis? 

Dr. Brack: We discussed the conservative measures 
that you applied to this patient. We’ve mentioned 
chrysotherapy, steroids, the chloroquine group, as 
well as phenylbutazone. This covers the gamut of 
drugs commonly used in this disease at this time. My 
inclination would be to try the gold again, and in the 
event of a second appearance of toxic manifestation, 
to use a steroid in this case. 

Dr. Rocers: Without meaning in any way to decry the 
value of drugs, I would like to put in a plug once more 
for what I know is a major factor in some cases—and 
that is the personality of the physician himself, and 
his attitude toward the effect to be achieved by the 
drug employed. I feel that this is paramount, particu- 
larly for some people in whom emotional disturbance 
is obviously a potent generating cause for the arthritic 
pattern. 

Dr. Brack: I certainly agree with you there. This is 
why we’re confronted with the tedious problem of 
double-blind drug tests, in order to rule out the 
physician-induced improvement. 

Dr. Rocers: That is splendid for the researcher. From 
the standpoint of the practicing physician confronted 
with the patient, I think he will accomplish better 
results if he gives himself credit for the value of his 
own personality in the success of the treatment and be 
rewarded thereby with even greater returns than if he 
relies exclusively on the effect of the drug. 
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DIABETES COMPLICATES one out of 300 or 400 pregnan- 
cies. In Marshfield, Wis., during the past 20 years, 
we had 46 diabetic women who were pregnant. Among 
them they had a total of 91 pregnancies. For the past 
five years we have averaged one woman out of every 
200 with diabetes complicating her pregnancy. Of the 
91 pregnancies, 17 (19.8 per cent) ended in abortion. 
Since 10 per cent is usually accepted as the abortion 
rate among all pregnancies, our incidence of 19.8 per 
cent reflects the increase in abortion rate that is 
generally found in diabetics. Of the remaining 74 preg- 
nancies, 53 terminated with the delivery of viable 
babies that survived. This is a survival rate of 71 per 
cent which is approximately the national average. 
While there has been improvement in the last few 
years in some hospitals, others report failure to make 
headway. In their clinic, Given and Tolstoi found the 
fetal mortality for the years 1932 to 1948 (131 cases) 
was the same as that for 1949 to 1953 (113 cases). 

In our group the figures for 1954-58 are only a little 
better than those for 1946-53 (Table 1). 

There were 12 neonatal deaths, two of which were 
associated with congenital heart disease. This is known 
to be an increased frequency of congenital abnormali- 
ties associated with diabetic pregnancies. We had nine 
stillborn infants which, with the 12 neonatal deaths, 
made our fetal loss 21 (29 per cent) of those who 
reached the viable stage. 
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Diabetes in Pregnancy 


R. S. BALDWIN, M.D., G. G. GRIESE, M.D., 
J. R. HEERSMA, M.D. AND R. F. LEWIS, M.D. 


Marshfield, Wisconsin 


Prenatal care of the pregnant diabetic 

is of extreme importance. 

It ts often wise to terminate pregnancies 
during the thirty-seventh week. 
Although the method of delivery varies, 
special procedures are required. 

Oxygen ts needed. Toxemias are the most 
important obstetric complications. 


The severity and duration of the mother’s diabetes 
and her age when it began are directly related to the 
chances for a successful outcome of the pregnancy. 
White’s classification is widely used as a prognostic 


index (Table 2).. 


Diagnosis 


Glycosuria is a common finding in the prenatal 
period. On the obstetric service we use the glucose 
oxidase test for detection of sugar in the urine. We 
usually do not repeat the test more than once or twice 
during a pregnancy. If, however, sugar is found, we 
repeat the test at each visit. If more than a trace of 
sugar is found on several visits, a blood determination 
is made about two hours after eating. We have had the 
same experience as others in finding the postprandial 
blood sugar more helpful than the fasting blood sugar. 
If the urine has 1 per cent or more of glucose, the 
blood sugar is immediately determined. In nearly every 
instance the diagnosis can thus be established. While 
we have not as yet subscribed wholeheartedly to the 
philosophy that all women who have lost a baby should 
have a glucose tolerance test, any woman with a poor 
obstetric history, particularly one with diabetes in the 
family or large babies associated with fetal loss, de- 
serves a careful investigation with a glucose tolerance 
test if the diagnosis cannot be established with a post- 
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Total 3 
Number Successful Viable Percent 
of Preg- Preg- Miscar- Preg- Success- 
Period nancies nancies riages nancies ful 
1946-53 30 (50%) 9 21 71.0 
1954-58 27 =17 (63%) 6 21 83.8 
Table 1. 


WHITE'S CLASSIFICATION 


A—Mild, no insulin, diet restriction only. 

8—Onset after 20 years; duration less than 10 years. 
€—Onset 10 to 19 years; duration 10 to 19 years. 
D—Onset under 10 years; duration more than 20 years. 
&—X.-ray evidence of calcified pelvic vessels. 
—Associated with nephritis. 


Table 2. 


prandial blood sugar. The most important reason for 
discovering the patient with prediabetes is to point up 
the necessity for giving the child the attention it needs 
and treating it as a premature rather than as an over- 
sized term baby. We try to be practical and not con- 
fuse the mother or ourselves about borderline condi- 
tions. We find the patients readily fall into four groups. 

First are those who obviously have diabetes. These 
are the patients who have 1 or 2 per cent sugar in 
their urine, whose blood sugars are over 200 following 
a meal on more than one occasion, or whose fasting 
blood sugar is over 140 mg./100 ml. 

The second group of patients also offers no particular 
problem. They are those who have 4 per cent sugar or 
a trace on one or two specimens, but subsequently are 
sugar free, and whose postprandial blood sugar is under 
150 mg. and the fasting blood sugar under 120 mg. 
In these instances we feel justified in concluding that 
the patient does not have diabetes. 

The third are those with a low renal threshold for 
glucose, with the renal glycosuria of pregnancy. These 
patients have glucose in almost all urine specimens, 
yet their blood sugars are consistently within normal 
limits. 
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The fourth is the borderline group, and these are the 
ones who call for special diagnostic consideration. 
These are the patients who have 4 per cent glucose 
in the urine on one or two occasions and are sugar free 
otherwise. The postprandial blood sugar is between 
150 and 170 mg./100 ml., or the fasting blood sugar 
is between 120 and 140 mg. In most of these patients 
the diagnosis can be clinched by the use of a glucose 
tolerance test. 

Our procedure is as follows: If a patient is found to 
have sugar in the urine, a blood sugar is taken. If the 
blood sugar is in the borderline zone, the patient is 
asked to report in a week and the procedure is re- 
peated. If the urine is negative and the blood sugar in 
the borderline or normal zone, we treat this patient 
clinically as being a nondiabetic. If the glycosuria recurs 
and if a subsequent blood sugar is still in the border- 
line zone, we ask the patient to appear one and one-half 
to two hours after a meal liberal in carbohydrate. In 
most instances the blood sugar at this time will give 
us the information we need. 

Some obstetricians are so concerned about the pre- 
diabetic state that they have glucose tolerance tests 
performed on all pregnant women in each trimester of 
pregnancy. This procedure perhaps will uncover a 
rare case of latent diabetes that might otherwise be 
overlooked, but it is not necessary in the ordinary 
obstetric practice— unless the mother has had a history 
of previous unsuccessful pregnancies. However, we do 
watch closely for glycosuria and follow up, whenever 
necessary, with blood sugar studies. 


Management of Pregnancy 


The prenatal care of the diabetic patient is of ex- 
treme importance and consists of maximum coopera- 
tion between the obstetrician and the internist (when 
the patient is handled by both). In the event a general 
practitioner has complete charge of the patient, he has 
to fulfill both requirements of handling the diabetes 
and handling the pregnant state. This usually means 
much closer supervision than is given the usual preg- 
nant patient. It should start even before pregnancy 
takes place. Here the general practitioner has an ex- 
cellent opportunity to indoctrinate all of his young 
diabetic women with a basic health rule. Since the 
duration of pregnancy is of great importance, he 
should advise them to keep a carefully written monthly 
calendar so that there is never any question about the 
date of the last menstrual period. As soon as the patient 
believes she is pregnant, she should report to her 
physician. Prenatal care is the same as for any other 
patient, except that visits ‘to the physician should be 
made probably every two weeks and in the last trimes- 
ter every week. Since the patient has only about two 


GP Volume XIX, Number 6 


| 
4 
‘ 
é 
: 
0 
t 
t 
P 
ti 
a 
b 
d 


chances in three or four of having a live baby, the 
physician should adopt an over-all attitude of pessi- 
mism with most of these patients. This must be modi- 
fied according to personality structures. In addition 
to preparing her for an unhappy outcome, this attitude 
tends to increase her willingness to follow through 
with the proper prenatal care. 

The earliest signs of trouble, obstetric or diabetic, 
call for hospitalization. In fact, once the patient reaches 
between 30 and 34 weeks, particularly if she is a severe 
diabetic, hospitalization might well be considered for 
the remainder of the pregnancy. When elective termi- 
nation of the pregnancy is contemplated, a period of 
several days’ adjustment in the hospital is necessary to 
regulate her diabetes and to prepare her for delivery. 

Diuretics are widely used by most obstetricians, 
particularly in the last half of the pregnancy. We do 
not use any drug routinely but at the earliest signs 
of fluid retention we give chlorothiazide. We are 
afraid of ammonium chloride because it can produce 
acidosis. 


Use of Hormones 


We have had no experience with hormones. It has 
been pointed out that the theoretic background for the 
use of estrogens and progesterone is fallacious and 
that expert prenatal and neonatal care are more im- 
portant factors in reducing the fetal mortality than 
hormones. Comparable series with and without hor- 
mones, but with the best prenatal and neonatal care, 
have shown results equally good. The British medical 
research council recently sponsored such a study, and 
a similar investigation is now being carried out in this 
country by a committee of the American Medical 
Association. 

Another aspect of hormonal therapy—a dangerous 
one—is the possibility of producing pseudohermaph- 
roditism in the infant. A number of instances of this 
have been reported. While the incidence is admittedly 
small, it is great enough to cast considerable doubt on 
the wisdom of using a form of therapy that has ques- 
tionable value. 


Prenatal Management of Diabetes 


The management of diabetes in pregnancy is not 
different from its management in a nonpregnant pa- 
tient. Our objectives are to maintain adequate nutri- 
tion, to keep the patient’s blood sugar as much as 
possible within the normal limits and to prevent 
acidosis. If the glycosuria and hyperglycemia cannot 
be controlled with moderate limitation of the carbohy- 
drate intake, the patient will use insulin. 
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Generally speaking, patients can be divided into 
three groups according to their response to insulin. If 
we use an intermediate acting insulin such as NPH, 
globin or Lente insulin in proper dosage, most patients 
will be well-controlled throughout the 24-hour period 
with no serious dips in their blood sugar and no im- 
portant elevations to abnormal levels. This group is 
called the B-group of patients. The A-type of patient, 
on an intermediate acting insulin, will show a marked 
lowering of blood sugar in the late afternoon, and by 
6 a.m. her blood sugar will have risen to hyperglycemic 
levels. The C-type of patient is the opposite of the A. 
She will have a higher blood sugar during the after- 
noon and early evening and be at normal or hypo- 
glycemic levels at breakfast time the next morning. 
The B-type of patient is the easy one to control. It is 
usually a matter only of selecting the correct amount 
of Lente insulin. 

The A-type patient presents a more serious prob- 
lem because she will have insulin reactions if the 
dose of Lente or globin or NPH insulin is increased 
sufficiently to keep the early morning blood sugar at a 
normal level and prevent glycosuria at this time of the 
day. For these patients it is necessary to use a longer- 
acting insulin than Lente, NPH or globin. 

For the C-type of patient, in order to give her 
enough Lente or NPH or globin insulin to overcome 
glycosuria and hyperglycemia in the afternoon or early 
evening, hypoglycemic levels are countenanced in the 
early morning hours. 

Fortunately several types of insulin are now available 
and physicians can choose one or a combination of 
two that will fit the individual’s daily blood sugar 
pattern. The action characteristics of these insulins 
are given in Table 3. 

Lente insulin is a mixture of two insulins: semi- 


Lente (which has a period of action of about 12 hours) 


Type Onset Maximum Duration 

Regular 20 minutes 4 hours 6-8. hours 

Semi-Lente 30 minutes 6 hours 12 hours 

Lente | 

NPH } 45 minutes 8 hours 16-20 

Globin} hours 

Ultra-Lente| 18-20 30 
Protamine hours hours houras: 
Table 3. 
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and ultra-Lente, which has a period of action of 24 to 
30 hours. Lente insulin consists of seven parts of ultra- 
Lente and three parts of semi-Lente. If we are dealing 
with an A-type of patient, instead of using Lente with 
its seven-to-three ratio of ultra and semi, we give a 
mixture containing eight parts of ultra and two parts of 
semi, Or even a nine-to-one mixture. If we are dealing 
with a C-type patient, we give a six-to-four mixture or 
a five-to-five mixture of semi-Lente and ultra-Lente. 

The patient with diabetes who develops renal 
glycosuria during pregnancy complicates the matter of 
selection of proper insulin dosage because the urine 
test is no longer a reliable guide. Frequent blood sugar 
determinations must be made at various times during 
the day to get the information needed to avoid either 
insulin shock or acidosis. 

We use the random blood sugar for determining 
the efficiency of the diabetic control for several reasons, 
the main reason being that the patient’s daily schedule 
is not then disturbed—as it is when:the patient is re- 
quired to omit her insulin and omit her breakfast in 
order to report to the physician’s office for a fasting 
blood sugar. Ina number of instances this has disorgan- 
ized the patient’s day and caused the diabetes to go 
out of control. This is especially disturbing to the pa- 
tient when it is around 10:30 or 11 a.m. before the 
blood can be drawn. 

Furthermore, with the widespread use of the long- 
acting insulins, a fasting blood sugar is not really a 
true basal blood sugar because the influence of the 
previous day’s insulin is still in effect. Furthermore, 
if we are looking for the lowest blood sugar of the day 
in patients taking Lente insulin, the late afternoon is 
the time to draw the blood. 

Regardiess of the time of day a blood sugar is 
drawn, it must be interpreted in the light of the 
preceding insulin administration, the time and type 
of the patient’s preceding meal as well as the amount 
of his physical exertion. In following patients it is 
preferable to get the blood sugars when they appear 
at the office regardless of the time and then inter- 
pret them in the light of what has been the patient’s 
program on that day. This gives a much truer pic- 
ture of this person’s diabetes during the course of a 
typical day. 

In managing the brittle diabetic, the unstable type, 
the one with wide swings in the level of control from 
extreme hyperglycemic levels down to borderline or 
true shock states, we have the patient come to the 
office early in the morning and plan to spend the day. 
Blood sugars are determined every two hours while the 
patient takes her meals as usual. In this way we get a 
profile for the day and can determine the effect of 
various influences on her diabetic state. 
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The Delivery 


The optimum time of delivery should be deter- 
mined individually, depending upon the severity uf 
the diabetes and the prenatal course. As a general 
rule, we prefer to terminate the pregnancy at about 
the thirty-seventh week. The reason for this is the 
well-known tendency of the fetus to die in utero in 
the last few weeks of the pregnancy. Women who 
have had an uneventful pregnancy with a very mild 
disease may be carried a little longer. Occasionally 
where maternal complications, such as polyhydramnios 
or toxemia, have become a problem, termination of 
the pregnancy may be necessary for the mother’s 
health even as early as the thirty-third or thirty- 
fourth week. The problem involved is to get a baby 
large enough and mature enough to survive and yet 
not wait too long. 

It has been pointed out that after the thirty-fourth 
week the chances for death in utero rise with each 
succeeding week. However, the chances for neonatal 
death, high at the thirty-fourth week, drop with each 
succeeding week. Our problem is to equate these two 
factors along with all the other factors, and determine 
(for each mother) the relative weight of the elements 
that might cause death in utero as compared to those 
that increase the likelihood of a neonatal death—and 
then select the most favorable time. 

The method of delivery varies according to the indi- 
vidual patient. Primigravida, especially those with 
severe diabetes, usually are delivered by Cesarean sec- 
tion. We do not think that these people are usually _ 
good candidates for induction at 37 weeks. We have no 
hesitation in performing a Cesarean section. In the 
multipara who have had previous Cesarean sections, 
we do repeat sections. Most of the rest we believe we 
can satisfactorily induce, and as a general rule we do 
deliver babies via the pelvis. 

With our women who deliver normally from below, 
most of whom are multipara, we use nothing other 
than nitrous oxide analgesia in the second stage. We 
keep the use of meperidine (Demerol) to a minimum 
during the first stage. For Cesarean sections, we 
usually leave the choice of the anesthetic up to the 
anesthetist. Generally speaking, the person who is giv- 
ing the anesthetic is best qualified to judge what he 
can use most satisfactorily. The type of anesthesia is 
not nearly so important as the excellent pediatric care 
which should be instituted for these babies. 


Management of Diabetes During Delivery 


The treatment of the maternal diabetes for the 
period immediately before, during and after delivery 
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calls for special procedures. The patients are admitted 
to the hospital at least 48 hours prior to the expected 
time of delivery. If the patient has been taking a long- 
acting insulin, she is transferred to multiple daily 
doses of regular insulin. This permits more rapid and 
easier readjustments in the program, as demanded by 
the changes in her diabetic status, her ability to take 
nourishment by mouth, and the necessity for parenteral 
feedings. This stage of the process calls for close co- 
ordination with the obstetrician and the anesthesio- 
logist. We try to anticipate delivery by several hours 
and stop all feedings early enough to eliminate the 
danger of aspiration of stomach contents when anes- 
thesia is induced. Intravenous glucose and appropriate 
amounts of regular insulin are given when indicated 
during this time. Prolonged periods of fasting must be 
avoided since most patients will develop acidosis if 
glucose and insulin are not available within a few 
hours. 

If the patient is to have a Cesarean section, we 
schedule the operation as early as possible in the 
morning and thus avoid a prolonged period of fast. 
This reduces the number of parenteral feedings 
necessary. In general, we try to keep parenteral feed- 
ings to a minimum. They are difficult to fit into the 
diabetic patient’s regimen. We use them only when 
necessary. 

The patient gets approximately one-third of her 
usual dose of insulin in the form of regular insulin an 
hour and one-half before surgery, and 15 minutes later 
parenteral glucose is started. An indwelling catheter is 
inserted and the urine is tested for sugar and ace- 
tone every hour. The patient is given additional in- 
sulin and glucose at four- and six-hour intervals. The 
dosage of insulin is adjusted as needed according to 
the amount of sugar found in the urine. 

Many patients experience a rapid amelioration of the 
diabetic condition immediately after delivery. The 
dosage of insulin in these must be adjusted downward. 
However, this does not always occur and we should 
not routinely lower the insulin dose. Some patients will 
require larger doses of insulin following delivery. 
Some of the patients will experience a drop in their 
insulin requirement during the days of hospital man- 
agement prior to delivery. We must at all times be 
ready to make the proper readjustments in the dose 
—according to the requirements of the patient. 

We give parenteral feedings during the day of 
surgery, on the first postoperative day and usually on 
the second postoperative day, depending on the 
amount of abdominal distress. We like to get them off 
parenteral feedings as soon as possible, but we prefer 
not to push oral feedings too early. As soon as the pa- 
tient is able to take oral feedings, we start liquid feed- 
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ings, then advance to a soft diet and then to the regular 
diet. We get them back on their usual dose of insulin 
as soon as their response warrants it. The indwelling 
catheter is removed on the second or third day and the 
usual three-hourly urine specimens are then tested. 


Neonatal Care 


Infants of diabetic mothers disclose the following 
physical characteristics : 

1. They are large babies. 

2. They are large for their gestational age. 

3. They often exhibit generalized, nonpitting edema. 

4. There is often difficulty in initiating respiration. 


5. They exhibit hyper- or hyporeflexia; hypore- 


flexia is a more ominous sign. 


6. They often show increasing respiratory distress, 
and a rising respiratory rate, usually indicative of pul- 
monary hyaline membrane. 

7. Visceromegaly is common. 

8. Oozing from the cord, and skin petechiae are rela- 
tively common. 

9. Subnormal temperatures are quite common. 

10. Tachycardia is evident. 

There is lack of agreement on the complete acid- 
base picture that these infants show. It is fairly well 
agreed that they usually have an uncompensated 
respiratory or mixed acidosis with the pH usually 
decreased, the pCOz elevated, and the CO2 normal or 
decreased. 

Hypoglycemia, which earlier was thought impor- 
tant and then eliminated from prominence, once again 
is being investigated as a cause of certain symptoms. 
Hypochloremia has been demonstrated many times 
but does not appear to be a constant finding. A low 
serum calcium may be important in some of these in- 
fants. Serum sodium and potassium determinations 
usually are not abnormal. 

Treatment is as follows: 

1. An isolette is preferable, but a good incubator will 
suffice. Temperature should be set at about 85° F. and 
there should be no great effort to raise the infant’s 
temperature if it is subnormal. 

2. Humidity should be set at between 50 and 60 per 
cent. 

3. Mist therapy is not indicated in these edematous 
infants. 

4. If the infant shows respiratory distress or is 
quite edematous and obviously in difficulty, an intra- 
venous procedure should be started as early as possible. 
This can be carried out relatively simply by using a 
plastic intravenous set or even a sterile infant plastic 
feeding tube introduced into the umbilical vein. Five 
per cent glucose in half-normal saline should be started 
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via the intravenous route. The amount should be cal- 
culated on the basis of 1 ounce of this solution per 
pound of body weight (actual weight) per 24 hours. 
Since this will be dripping in very slowly, it is a wise 
precaution to put pieces of tape on the bottle indicating 
at what time that tape level should be reached. It 
would also be wise to use small bottles of solution 
rather than 1-liter bottles, so that the chances of 
flooding the infant are reduced. 

5. The infant’s stomach should be lavaged and oral 
feedings started as early as possible. If the infant will 
not suck, gavage feedings should be used. Glucose in 
normal saline can be started first, using 10 to 15 cc. 
every hour. As soon as this is tolerated and there is no 
vomiting, a weak formula can be substituted. 

6. If there has been any suggestion of fetal distress or 
if vigorous resuscitative measures have been carried out, 
antibiotics are indicated. It is usually not necessary to 
continue the intravenous therapy past 24, or at the 
most, 48 hours. Oral feedings can be changed to every 
two hours after 24 hours, unless the infant is irritable 
or has convulsions. In that case, they probably should 
be reduced to every hour. A notation should be kept of 
the number of times the infant voids urine and a rough 
estimate made of the amount. 

The hyaline membrane syndrome occurs in new- 
borns of diabetic mothers as well as in premature in- 
fants and babies born by Cesarean section. Infants born 
to diabetic mothers often will be premature or born by 
section so that more than one of the common etiologic 
factors aré involved. It is responsible for many neonatal 
deaths. 

Since infants of diabetic mothers are often in a 
precarious state, they require oxygen. It has been 
shown that concentrations over 40 per cent for a pro- 
longed period of time will cause retrolental fibroplasia 
in the premature. For this reason when oxygen is 
needed, it should be kept under 40 per cent. It should 
be used for cyanosis and extreme respiratory difficulty 
only. It has been found that premature or other poor- 
risk babies do just as well without the lavish administra- 
tion of oxygen that formerly was considered necessary. 
With the curtailed use of oxygen that has been the 
practice in the last two or three years, there has been 
no increase in mortality among this group of patients. 


Complications 


In many patients the most serious complications are 
those associated with diabetes itself, namely acidosis 
and insulin reactions. The most important obstetric 
complications are the toxemias, the incidence of which 
is much higher in diabetic than in nondiabetic women. 
They can be recognized in their early stages by close 
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prenatal supervision. Rigorous treatment should be 
instituted at once, including the use of diet, salt 
restriction and diuretics. 

Another complication which occurs frequently wit! 
diabetes is polyhydramnios. This occurs to some de- 
gree in almost every pregnant diabetic, and in many 
patients it becomes so severe as to necessitate an 
earlier than optimum termination of the pregnancy. 
The condition probably has no adverse effect on the 
fetus unless it necessitates delivery at a date earlier 
than is best for the infant. Abdominal amniotomy has 
been advocated for hydramnios but we do not recom- 
mend the procedure. 

The incidence of abortion probably is greater among 
diabetic than among nondiabetic women, but statistics 
on this are unreliable. Measures to prevent abortion 
have not been successful. 

The purely diabetic complications are handled in 
the same manner as in the nonpregnant women. They 
can result from gross neglect on the part of the patient 
in failing to adjust her insulin dose to the increased 
need that often occurs during pregnancy. This leads to 
acidosis and may end in coma. At the other extreme, 
patients with a lowered renal threshold for sugar have 
gone into insulin shock because they increase their 
insulin dosage on the basis of persistent glycosuria 
without blood sugar determinations. We have had 
several patients who did not seek medical attention 
until they were in labor at term. They arrived at the 
hospital in a state of profound acidosis and almost 
always with a dead fetus. 

Aside from this, where the patient is taking good 
care of her diabetes and is adjusting her insulin dose 
according to the needs, it occasionally happens that the 
diabetes will go out of control. This usually indicates 
something else is wrong with the patient or her preg- 
nancy. Often it heralds the onset of premature labor 
with the death of the fetus. Often it means that the pa- 
tient has developed an intercurrent infection or other 
condition that adversely affects her diabetes. In the 
management of this situation, we bring the diabetes 
under control as quickly as possible with the use of 
adequate dosages of regular insulin and the adminis- 
tration of fluids of the proper electrolyte composition. 
We make a thorough study of the patient to determine 
whether correctable abnormal conditions are respon- 
sible for the acidosis. 

In recent years the influence of pregnancy on 
diabetes has received considerable attention, and it is 
now generally believed that pregnancy has a diabeto- 
genic action, that pregnancy puts a strain on the in- 
sulin-forming mechanisms of the body and that this is 
most likely the result of an increased circulation of 
adrenal steroid hormones. It has been found that hy- 


GP Volume XIX, Number 6 


7 
: 


percorticism acts as an abortifacient, and this perhaps 
is an explanation for the high incidence of abortions 
among diabetic mothers. 

The evidence for the existence of hypercorticism 
during pregnancy comes from studies in steroid excre- 
tion and is also based on clinical observations. For ex- 
ample, it has been noted that pregnancy has a favorable 
effect on Addison’s disease. The statement has been 
made with some validity that pregnancy acts as a 
cortisone-provocative glucose tolerance test. Many 
mothers will have a latent diabetic condition that be- 
comes of clinical importance only during pregnancy 
and will recede following the delivery and require no 
diabetic management until the next pregnancy. There 
have been several instances where the strain of two or 
three pregnancies will ultimately produce a permanent 
clinical diabetes. 

This is probably true of most diabetic patients but 
not all. A recent survey of our patients showed that 
in about one-third of the patients, diabetes became 
worse in the sense that larger amounts of insulin were 
required. In another third, the insulin requirement 
stayed the same during pregnancy. Another third re- 
quired less insulin as pregnancy proceeded. 

In view of the evidence that has accumulated on the 
steroid metabolism during pregnancy, it is difficult to 
understand the amelioration of diabetes that some- 
times occurs during the later months of pregnancy. 
For many years it was thought that the production of 
fetal insulin was responsible. 

This was based on some observations made in 1915 
on experimental animals by Carlson and his coworkers. 
Probably neither maternal nor fetal insulin crosses 
the placental barrier. These changes in the insulin re- 
quirement probably are the result of factors that as 
yet have not been properly assessed. In general, if 
any large group of diabetics is followed for a nine- 
month period, we will find a certain number whose 
insulin requirement will increase, a certain number 
whose requirement will decrease and a certain number 


in whom it will stay the sare. These changes are due 
to the ebb and flow of the very complicated metabolic 
processes involved in the metabolism of sugar and the 
interaction of hundreds of enzymes, only a few of 
which have been identified. 

Pregnancy does not produce permanent damage to 
the mother’s health because of its adverse effect on 
her diabetes. We have watched many diabetic mothers 
through their successive pregnancies over a period of 
many years and have not observed that the incidence 
of vascular damage and other complications of dia- 
betes occurred at any more rapid rate or in higher 
incidence than in a similar group of patients in the 
same age group followed for the same period of time. 

We have seen many young women with moderately 
severe diabetes go through many pregnancies without 
increase in the severity of diabetes, and remain free 
from vascular damage. On the other hand, we have 
seen several young women who did not marry, who 
underwent rapid degenerative vascular damage lead- 
ing to the Kimmelstiel-Wilson syndrome, premature 
senescence and death without having experienced any 
pregnancies. 

We do not believe pregnancy is harmful to the dia- 
betic woman and when asked about the advisability of 
childbearing, we give as our opinion that diabetes is 
not a contraindication. 

However, there are patients who fall into White’s 
classification C, D or E, especially women who already 
have evidence of vascular damage and sclerosis of the 
pelvic vessels. We tell these patients frankly that their 
chance is very poor for having a successful pregnancy 
and delivering a viable fetus that continues to live. 
Many of these mothers are deeply disappointed’ at 
the loss of their child. It is the physician’s duty to 
prepare them ahead of time for the possibility of a 
disappointment. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL HINT... 


In Diagnosing Depression 


IN soME INsTANCES of depression, especially the milder * 


type in which somatic complaints dominate, there may be a 
superficial resemblance to anxiety state or tension state. 
Whenever you are tempted to ascribe a patient’s symptoms 
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to one of the latter conditions, be sure to look at the patient. 
If he is anxious or tense, you will observe that, during an 
interview or examination, he has tachypnea and tachy- 
cardia, does a lot of sweating under the arms and tends 
to have cold hands and feet. 

If such signs are lacking, consider depression. Of course, 
if they are present, depression is not ruled out. It is quite 
possible for an anxious person to develop endogenous 
depression. 
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Thanks to modern methods 

of therapy, the majority of patients 
with Myasthenia Gravis 

can now look forward 

to many years of productive life. 


GP Volume XIX, Number 6 


Treatment of Myasthenia Gravis 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This ts the last of twelve 

from the University of Michigan. 


Practical Therapeutics 


The Treatment of Myasthenia Gravis 


KENNETH R. MAGEE, M.D. 


Department of Neurology 
University of Michigan Medical Center 
Ann Arbor, Michigan 


DURING RECENT YEARS there have been significant ad- 
vances in our understanding of the treatment of myas- 
thenia gravis and its underlying pathophysiology. Al- 
though the disease was first recognized by Willis in 
1672, it was not until 1934 that Walker discovered the 
beneficial effects of physostigmine in treatment, thus 
providing the basis for modern therapy. 

Although not a common disorder, the early recog- 
nition and treatment of myasthenia gravis is of great 
importance, for incorrect diagnosis or inadequate ther- 
apy may unnecessarily force the myasthenic patient to 
maintain an inadequate physical, social and psychologic 
adjustment. 


Clinical Features 


Although no age or sex is immune, myasthenia gravis 
is more common in young females and older males. It is 
apt to be less severe in the latter. There are no signifi- 
cant hereditary factors. 

The disorder is characterized by ease of fatigue and 
weakness of skeletal muscles. The weakness may be 
present in a specific group of muscles or may be gen- 
eralized. However, even when diffuse, certain muscles 
are usually weaker than others. 3 

Myasthenia gravis most commonly affects extraocular 
muscles thus resulting in the most frequent initial com- 
plaint of the patient: double vision or drooping eyelids. 
Weakness of other muscles supplied by cranial nerves 
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often occurs, and complaints of difficulty chewing, 
talking, swallowing and breathing are common. The 
neck muscles may be so weak that the patient has 
difficulty holding the head erect. Weakness of muscles 
of the arms and legs also frequently occurs. This weak- 
ness may be more severe in either the arms or the 
legs, symmetric or asymmetric, proximal or distal, or 
fairly evenly distributed in the extremities. 

The patient generally correlates the amount of ac- 
tivity with weakness. For example, after sleeping, most 
patients are significantly stronger or may have even 
normal strength. As the day progresses, weakness be- 
comes more severe, usually commensurate with the 
amount of physical exertion. Resting during the day 
improves strength. However, this classical history can- 
not always be obtained. Frequently, patients do not 
clearly associate weakness with time of day or amount 
of activity. They merely state that they feel weak and 
tired most of the time and indicate that activity or rest 
does not increase or decrease their symptoms more 
than might be expected in a person weak from any other 
cause. Such patients cause diagnostic difficulty. Indeed 
the diagnosis may not be established unless the physi- 
cian remains constantly aware of the possibility of 
myasthenia gravis. 

Myasthenia gravis is not ordinarily associated with 
sensory complaints except in those patients in whom 
overexertion and strain of fatigued muscles result in 
some degree of pain. 
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As might be expected, the neurologic examination 
discloses weakness and ease of fatigue of the involved 
skeletal muscles. Repeated testing of the muscle dem- 
onstrates rapidly decreasing power of contraction. This 
begins much sooner than would be expected from fa- 
tigue of a normal muscle or a muscle weak from other 
causes. For example, if asked to count to 100, patients 
with myasthenia gravis involving laryngeal muscles may 
have a normal or nearly normal voice initially, but be- 
fore 100 is reached, speech may be weak and indistinct 
with a nasal character. 

Noting this rapidly increasing fatigue of a skeletal 
muscle highly suggests myasthenia gravis before a diag- 
nostic drug test is given. However, injections of neo- 
stigmine or Tensilon are always indicated when this 
diagnosis is considered, for frequently this ease of 
fatigue is difficult to detect on clinical examination and 
may seem no greater than might be expected in weak- 
ness present from some other cause. 

Involvement of the muscles supplied by cranial 
nerves, such as extraocular muscle paresis with ptosis, 
weakness of the face, neck and jaw, difficulty chewing, 
dysarthria, dysphagia and labored breathing, is simple 
to detect. A thorough examination of the extremity 
muscles is necessary to determine the degree of weak- 
ness. 

Aside from this weakness and ease of fatigue of 
skeletal muscles, the neurologic examination will usu- 
ally be normal. Objective sensory changes do not occur. 
Rare patients develop atrophy of certain muscles, and 
reflex activity of those muscles may be decreased in 
proportion to the degree of atrophy. However, barring 
such exceptional cases, there will be no clinical criteria 
suggesting involvement of the anterior horn cell— 
atrophy, fasciculations and absent reflexes. Spasticity, 
hyperreflexia and pathologic reflexes suggesting in- 
volvement of corticospinal or pyramidal pathways do 
not occur. Cerebellar tests are normal unless muscle 
weakness impairs coordination and produces unsteadi- 
ness of the movement being tested. 


Associated Medical Disabilities 


Usually, the general physical examination of the 
myasthenic reveals no abnormality. If the patient has 
difficulty chewing or swallowing, he may be under- 
weight and show other signs of nutritional deficiency 
which, of course, merit appropriate treatment. 

Abnormalities of the thyroid gland occur in patients 
with myasthenia gravis to a greater extent than would 
be expected by chance. Hyperthyroidism is most com- 
mon but hypothyroidism may also occur. Therefore, an 
investigation of thyroid function should be a routine 
part of the initial study of the myasthenic. If any 
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thyroid dysfunction is discovered, it should be cor- 
rected, although such treatment may not materially 
influence the course of myasthenia gravis. In fact, it 
has been noted that occasional patients with hyper- 
thyroidism and myasthenia gravis show increased weak - 
ness when the hyperthyroidism is corrected—a sort of 
see-saw relation between the two disorders. However, 
this is not universally true and cannot be predicted. 
Therefore, it is proper to treat thyroid dysfunction as if 
the patient did not have myasthenia. 

Convulsive disorders have recently been reported in 
association with myasthenia more frequently than would 
be expected by chance. I have also noted this ; however, 
a thorough study of such patients is necessary to rule 
out other causes of convulsive disorder. Anticonvulsant 
therapy should be no different from that employed for 
seizures in general. 

Enlargement of the thymus and thymic tumors have 
also been noted in many patients with myasthenia 
gravis. This association will be discussed in a section 
to follow on thymectomy. 

Undoubtedly by coincidence, I have seen numerous 
other diseases in association with myasthenia gravis. 
These disorders should receive appropriate treatment, 
for other medical disabilities often diminish the response 
to antimyasthenic drugs. In particular, viral and bac- 
terial infections significantly decrease the strength of 
the myasthenic. Although higher doses of antimyas- 
thenic drugs are often required during such infections, 
and decreased activity may partially compensate for 
loss of strength, the patient frequently remains weak 
until the infection has cleared. 


Laboratory Studies 


Electromyographic studies may detect myasthenic 
fatigability when clinical demonstration of such weak- 
ness is difficult and in doubt. Chest roentgenograms, 
including lateral views, may demonstrate thymic en- 
largement or tumor. Barium swallows along with roent- 
genograms and fluoroscopy may demonstrate neuro- 
genic disturbances of the swallowing mechanism when 
clinically the reason for dysphagia is not clear. After 
an injection of neostigmine or Tensilon, this difficulty 
may disappear. 

As mentioned in the preceding section, studies of 
thyroid function are indicated in nearly all patients. 

Routine blood count and urinalysis are normal. Cere- 
brospinal fluid examination is normal. Although certain 
other laboratory investigations, on occasion, have 
shown abnormalities in patients with myasthenia, there 
is no consistent finding that renders additional labora- 
tory studies of significant value unless there are other 
medical indications for obtaining them. 
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Prognosis 


If myasthenia gravis is limited to the extraocular 
muscles and does not spread to other skeletal muscles 
within two or three years, the prognosis is excellent, 
for then only a small percentage of patients will develop 
weakness in other muscles. It has been estimated that 
ocular myasthenics constitute about 10 per cent of the 
total group. 

Prognosis is difficult for other forms of myasthenia. 
The clinical course is highly variable. Spontaneous 
remissions and exacerbations are not uncommon. Sig- 
nificant weakness of bulbar muscles renders the outlook 
more guarded than if these muscles are spared. 

In general, for mild to moderate myasthenia gravis, 
properly treated, the prognosis is good. It has been 
suggested that the patient’s life expectancy will be 
nearly normal if he survives the first two years of the 
disease. This is the period during which the charac- 
teristics of the clinical picture in the individual patient 
are evolving. Certainly, modern therapy has materially 
decreased the morbidity and mortality of the disease 
and allows a much more optimistic prognosis to be 
given. 


Differential Diagnosis 


Myasthenia gravis is occasionally confused with other 
diseases producing muscle weakness. Neurasthenia is 
probably one of the most common disorders mimicking 
myasthenia. 

I have also seen muscular dystrophy, progressive 
muscular atrophy, amyotrophic lateral sclerosis, poly- 
myositis and thyrotoxic myopathy mistaken for myas- 
thenia gravis and vice versa. 

The details of differentiation are usually not difficult 
in classical cases. However, the general practitioner 
will be correct in assuming that any patient who pre- 
sents with weakness that cannot be adequately ex- 
plained, has myasthenia gravis until diagnostic injec- 
tions of neostigmine or Tensilon definitely prove or 
disprove this diagnosis. For example, it will do no harm 
to give the drug injections to a patient with muscular 
dystrophy or progressive muscular atrophy and find 
them negative, while harm is done by neglecting to 
consider the diagnosis in the true myasthenic, thereby 
delaying treatment. 


Etiology and Pathophysiology 


The cause of myasthenia gravis is unknown, as is its 
prevention and cure. However, in recent years much 
information has been obtained elucidating physiologic 
and pharmacologic abnormalities in this disease. There 
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is virtually no dispute that a defect exists in transmis- 
sion of the nerve impulse to the muscle at the so-called 
neuromuscular junction. 

Normally, acetylcholine liberated at the motor end 
plate assists in inducing neuromuscular transmission 
with subsequent muscular contraction. To maintain 
the desired degree of stimulation, an enzyme, acetyl- 
cholinesterase, which breaks down excessive quanti- 
ties of acetylcholine, is present in the muscle and also 
in the blood stream. 

Several theories exist postulating abnormalities in 
neuromuscular transmission in myasthenia gravis. The 
final answer is not known. The evidence for and against 
each theory is voluminous and beyond the scope of this 
paper. However, the major theories will be briefly 
mentioned. 

1. Deficient synthesis or liberation of acetylcholine. 

2. Abnormally high concentrations of acetylcho- 
linesterase resulting in increased breakdown of acetyl- 
choline. 

3. Diminished sensitivity of the muscle to acetyl- 
choline. 

4. Presence of some barrier at the myoneural junc- 
tion. 

The signs and symptoms of myasthenia gravis 
closely resemble those of curare poisoning. Therefore, 
the theory that some circulating curarelike substance 
may interfere with neuromuscular transmission is 
attractive. 

Curare, without affecting the chemical constituents 
at the myoneural junction, blocks the response of the 
muscle to nerve stimulation. Anticholinesterase drugs, 
such as neostigmine, may overcome this block by 
allowing more acetylcholine to accumulate. 

Some investigators have suggested that because of 
the frequent association of thymic tumors in patients 
with myasthenia gravis, this gland may liberate some 
curarelike substance. The improvement of certain 
myasthenic patients after thymectomy may be used to 
favor this theory, but the lack of improvement of many 
patients following this operation is equally strong 
evidence against it. 

Investigations attempting to discover a basic en- 
docrine defect in myasthenia gravis have also been 
inconclusive. Patients may report that their weakness 
may vary during menstruation. Women may become 
weaker or stronger throughout pregnancy ; on occasion 
stronger in the second and third but weaker during the 
first trimester. 

Abnormalities of thyroid function have been dis- 
cussed. Although it is intriguing to attempt to postulate 
a specific endocrine etiology of myasthenia, and further 
studies in this direction may be revealing, no common 
denominator of endocrine abnormality has been found. 
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Diagnostic Tests 


Although the response to parenteral injection of 
neostigmine methylsulfate constitutes the standard 
method of definitively establishing the diagnosis of 
myasthenia gravis, within recent years, a second agent, 
Tensilon (edrophonium chloride), has been used as a 
diagnostic test. A positive response to Tensilon is 
equally as valid as that obtained with neostigmine. 
Neostigmine is primarily an anticholinesterase agent. 
Tensilon has some anticholinesterase activity but also 
seems to have a direct stimulatory effect on the myo- 
neural junction. Both are effective antidotes for over- 
dosage with curare. 

The time-honored neostigmine test is conducted as 
follows: After prior examination of muscle strength to 
establish a baseline on which to gauge improvement, 
1.5 mg. of neostigmine methylsulfate combined with 0.4 
or 0.6 mg. of atropine sulfate is injected intramuscu- 
larly. The atropine prevents or diminishes the mus- 
carinic actions of neostigmine, commonly nausea, ab- 


Figure 1. Patient with myasthenia gravis prior to injection of neo- 
stigmine. 


dominal cramps and diarrhea, urinary frequency and 
urgency. Of course, appropriate reduction of total 
dosage is necessary for children. After the injection, 
examinations of muscle strength are conducted every 
ten minutes for an hour. 

A significant increase in muscle strength, usually 
apparent in 15 to 30 minutes, establishes the diagnosis 
of myasthenia gravis (Figures 1 and 2). However, the 
word “significant” merits interpretation. Neostigmine 
may produce what is termed a “nonspecific” increase 
in strength in muscles weak from other diseases and 
even in normal muscles. This increased power is 
usually slight. However, on occasion, this “nonspeci- 
fic” increase in strength may be noted by the physician 
and appreciated by the observant and anxious patient 
who then convinces himself and his physician that he is 
much improved. An incorrect diagnosis of myasthenia 
gravis may therefore be made. Nevertheless, if the re- 
sults of the test are equivocal, it is wise to consider the 
patient myasthenic until it can be proved otherwise 
and to begin oral medication. Less harm will result 


Figure 2. Same patient 30 minutes after injection of 1.5 mg. of 
neostigmine. 


Reprinted from Tue Neurorocic ExaMInaTION by Russell N. DeJong, courtesy of Paul B. Hoeber, Inc., New York 
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from allowing the nonmyasthenic to have a trial on 


» anticholinesterase drugs than to let a patient with 


myasthenia gravis go without treatment. Within a few 
days or weeks, this trial on oral medication will usually 
allow the physician to decide whether the response is 
sufficient to justify the diagnosis. 

The Tensilon test is thought by some neurologists 
to be an improvement over the neostigmine test. Ten 
mg. of Tensilon (1 cc.) is injected intravenously. Be- 
cause of the low anticholinesterase activity of this drug, 
the use of atropine to diminish muscarinic side reac- 
tions is unnecessary. If the patient has myasthenia 
gravis, significant improvement in strength should be- 
gin within 30 to 60 seconds and persist only four or 
five minutes. Smaller doses are, of course, indicated in 
children and, in fact, only 2 mg. (0.2 cc.) may be 
necessary for an adult, the other 8 mg. (0.8 cc.) being 
injected only if there is no response in 30 seconds and 
no undesirable reactions occur. Side effects may in- 
clude dizziness, a faint feeling, lacrimation and muscu- 
lar fasciculations. The response should be as dramatic 
as that obtained with the neostigmine test. In view of 
the prompt effect, the test may appear even more 
remarkable if positive. 

The major advantage of the Tensilon test is that it 
saves time. Furthermore, side reactions are usually 
mild whereas with neostigmine, even in combination 
with atropine, disagreeable muscarinic effects may re- 
sult, particularly in patients who do not have my- 
asthenia gravis. However, the significant and major 
drawback of the test is that there is often insufficient 
time to do a thorough motor examination before the 
effect of this short-acting drug wanes. This is no prob- 
lem when weakness is limited to the extraocular mus- 
cles or just a few skeletal muscles. However, patients 
with more subtle degrees of generalized myasthenia 
often cannot be properly examined in two to four 
minutes. The test of strength must be complete as with 
the neostigmine test for the same “nonspecific” in- 
crease in strength may occur with Tensilon. 

If one test gives equivocal results, I always perform 
the other. If I still cannot definitely confirm or reject 
the diagnosis of myasthenia gravis, as I have men- 
tioned, the patient is given a tentative diagnosis of 
myasthenia gravis, and the response to drug therapy is 
observed until the correct diagnosis is evident. If an 
equivocal diagnostic test is obtained at a time when the 
patient feels he is at maximum strength, arrangements 
should be made to repeat the test when the patient is 
weaker, 

One final word of caution is indicated regarding the 
neostigmine test. Most hospital wards have ampuls of 
neostigmine containing 0.5 mg. available for use for 
other conditions. For a diagnostic test in an average 
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adult, this may not be a sufficient amount and the re- 
sponse may appear negative in true myasthenia gravis. 


Treatment 


Before instituting therapy in myasthenia gravis, it is 
of the utmost importance that the patient have a 
thorough understanding of the nature of his disease 
and of the goals of treatment in this disorder. The pa- 
tient should be informed that he has a rare disease for 
which treatment exists and that, in all probability, he 
has never known a person with a s.:ailar disorder. This 
often is very reassuring, for many patients will have 
been told by friends that they know someone with a 
similar disease who is severely crippled or who im- 
proved with this or that treatment. They naturally 
confuse muscular dystrophy, amyotrophic lateral 
sclerosis, multiple sclerosis and other diseases that 
may be characterized by weakness with myasthenia 
gravis. A general discussion of the defect in transmis- 
sion of nerve impulse to muscle is given, along with an 
explanation of the effect of antimyasthenic drugs. 

Wherever it seems probable, I emphasize that the 
patient will be able to lead a nearly normal life if he 
understands and cooperates in the treatment of his 
disease. I also point out that the disorder is not rapidly 
fatal and that it is not hereditary. I comment that no 
cure is available, and that the patient is dependent on 
drugs indefinitely and therefore must learn as much 
about them as possible to obtain maximum strength. 
Optimistically, I mention that occasional patients have 
been known to undergo spontaneous remission for long 
periods of time. 


Druc THERAPY 


For two decades, the anticholinesterase drug, neo- 
stigmine, has been the unchailenged drug of choice for 
the treatment of myasthenia gravis. Within the past 
few years, Mestinon (pyridostigmine), has been found 
to have certain advantages over neostigmine. Many 
neurologists now consider it the most valuable medica- 
tion for the treatment of the majority of patients with 
myasthenia gravis. Although the drug with which to 
initiate therapy is a matter of choice, so many patients 
prefer Mestinon to neostigmine that I generally use it 
first. The precise details of treatment will now be 
described. 

Mestinon. This anticholinesterase drug is available 
in 60-mg. scored tablets and 180-mg. prolonged-action 
tablets. The former will be discussed first. Prior to 
initiating treatment, the results of a thorough examina- 
tion of muscle strength and the results of a neostigmine 
or Tensilon test are recorded. This response to the diag- 
nostic test will provide the physician and patient with 
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a rough idea of how much improvement in strength 
can be expected with drug therapy, thus aiding in de- 
termining when optimum dosage is reached. 

Not all patients receive the same degree of strength 
from parenteral and oral medication, but the response 
should be similar. I find, however, that it is usually 
somewhat less with oral therapy. 

After the discussion of myasthenia gravis, the patient 
is given a prescription for the 60-mg. regular Mestinon 
tablets. I advise him to maintain a record of the number 
of tablets and the time of day they are ingested and to 
record any side reactions. The patient is then in- 
structed to take one 60-mg. tablet of Mestinon, note how 
long it takes to become effective, how long improve- 
ment in strength lasts, and to swallow another tablet 
when the effect of the preceding one begins to wane. 
This procedure is followed throughout each day. 
Within a week, a rough idea of the number of tablets 
required each day will be obtained. The patient should 
return in one or two weeks with his record of the 
response to treatment. If the patient is reliable and 
supplies adequate information, I now have considerable 
data with which to guide further and to improve treat- 
ment. Because many individual problems arise, several 
difficulties that most commonly recur merit discussion. 

The patient may take a certain number of tablets 
each day with moderate but not adequate increase in 
strength. I then suggest, if side reactions are not 
significant, that the patient take 14% 60-mg. Mestinon 
tablets at a time. If strength is not satisfactory during 
certain hours, I advise increasing only that dose pre- 
ceding the time of weakness. Similarly, during the next 
visit, if 1% tablets have been insufficient, I advise the 
patient to take 2 tablets preceding periods of weakness. 
Thus after two or more visits, the medication has been 
altered—its total amount and frequency of dose—so 
that maximum strength is obtained. During this time 
the patient is learning more about the action of the 
drug and its effect under various conditions and, there- 
fore, becomes increasingly more adept in supplying 
information that allows the physician to give additional 
help. 

Often patients tend to err on the side of taking too 
little medication rather than too much. Some individ- 
uals seem to adjust to a degree of weakness and appear 
satisfied with small amounts of medication which allow 
moderate activity even though they still remain quite 
weak. Such patients need to be pushed to increase the 
dose of medication to reach maximum strength. It is 
not possible to predict accurately the optimum total 
dosage required for a given patient before beginning 
treatment. The mild myasthenic may require only 2 to 
4 Mestinon tablets each day. Other patients with 
greater weakness may require 5 to 15, while severe 
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myasthenics may require over 20 Mestinon tablets a 
day. 

With anticholinesterase treatment, some patients 
experience uncomfortable side reactions of para- 
sympathetic overactivity, most commonly nausea, ab- 
dominal cramps, diarrhea and urinary frequency and 
urgency. If these reactions occur when medication is 
taken on an empty stomach, they may often be elimi- 
nated by advising the patient to drink a glass of milk or 
juice and eat a small amount of food before taking the 
drug. If side reactions are more severe, the patient may 
be given a supply of 0.4-mg. atropine sulfate tablets 
with instructions to take 1 tablet when such symptoms 
occur. If 1 tablet is not sufficient, 2 at a time may be 
allowed. If the reactions invariably appear after one 
particular dose of Mestinon, atropine may be taken 
with or shortly before that dose. Tincture of bella- 
donna is also satisfactory, although I usually utilize the 
atropine tablets for adults. 

However, if side reactions are not severe, I prefer to 
withhold atropine during the initial stages of treatment 
while the patient is learning about his disease and its 
response to drugs and the physician is learning about 
the problems of the particular patient. I reassure the 
patient that any minor reactions are of transient nature 
and inform him that as soon as his response to treat- 
ment and the approximate total dose of medication he 
will require can be adequately determined, I will give 
him medication to relieve any uncomfortable reactions. 
I do this because atropine may prove so effective that 
the patient might increase his dose to dangerous levels 
without experiencing muscarinic side reactions. 

Marked overdosage with Mestinon and all other 
anticholinesterase drugs may produce severe weakness 
which can simulate the weakness of myasthenia gravis 
and is not prevented by ordinary doses of atropine. 
This will be discussed in more detail in the sections on 
myasthenic and cholinergic crises. Fortunately, the 
myasthenic patient is usually quite tolerant of anti- 
cholinesterase drugs, more so than the nonmyasthenic 
individual, and often no side reactions occur on opti- 
mum therapeutic doses of such drugs. However, for 
the occasional patient in whom the optimum dose of 
anticholinesterase drugs is above that producing 
significant uncomfortable reactions, atropine, properly 
used, is extremely valuable. In ordinary doses, atro- 
pine does not significantly affect the action of the anti- 
cholinesterase drugs on the skeletal muscles. An occa- 
sional patient will suffer such bitter muscarinic reac- 
tions despite the use of atropine that the total dose of 
Mestinon must be less than that which would produce 
maximum strength. Fortunately, this problem is rarely 
encountered. 

Difficulty correlating the dose of medicine with 
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meals is another frequent complaint of the patient who 
notices weakness when chewing and swallowing. These 
patients must be carefully instructed to determine how 
long the Mestinon requires to become effective. The 
dose should then be taken an appropriate time before 
meals to allow for sufficient absorption to give maxi- 
mum strength while eating. Frequently 4% or 1 addi- 
tional tablet may be required with those doses of 
Mestinon taken to give adequate strength during 
meals. 

The patient often finds that he has difficulty correlat- 
ing the amount of Mestinon taken at times he is engag- 
ing in considerable physical activity with the dose 
taken when he is inactive. This is a frequent initial 
complaint and is usually not serious. The patient may 
be reassured that the ability to adjust the amount of 
medication to degrees of activity will develop along 
with experience in using Mestinon and, in most cases, 
soon is done with ease. 

I use a somewhat different approach to the less 
intelligent or less cooperative patient in whom the 
initial discussion of the nature of myasthenia may not 
have been adequately understood. I advise these pa- 
tients to take a specific dose of Mestinon for a week. 
For the patient with mild or moderate weakness, this 
is usually one 60-mg. Mestinon tablet three or four 
times a day in evenly divided doses. This program 
allows the patient to obtain some feeling of the action 
of the drug. By the time he returns, the patient is often 
much better prepared to understand my comments 
regarding the action of the drug and to supply the 
information needed to guide further treatment. I then 
follow as closely as possible the plan outlined above 
and individualize treatment in accordance with the 
patient’s requirements. 

I prefer to regulate treatment of myasthenia gravis 
on an outpatient basis for patients with mild or 
moderate weakness. Of course, the severe myasthenic 
may require hospital care and close observation. How- 
ever, the hospital environment is artificial. The opti- 
mum dose of Mestinon in the hospital may not be the 
same as the optimum dose when the patient is in his 
ordinary routine of life. Therefore, whenever weakness 
is not too severe, appropriate regulation will be ob- 
tained more promptly in those patients who continue 
to engage in routine activities during the treatment. 

Neostigmine. Neostigmine bromide is available in 
15-mg. scored white tablets. Milligram for milligram, 
its potency is greater than Mestinon. One or 1% 
neostigmine tablets are about equal to one 60-mg. 
Mestinon tablet in alleviating myasthenic weakness. 
Although patients may find that optimum doses of 
neostigmine give the same strength as optimum doses 
of Mestinon, neostigmine is apt to act more promptly 
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but have a shorter duration of action and produce 
more side reactions. 

A “let-down” feeling is often experienced with neo- 
stigmine. The effect of the drug seems to wane sud- 
denly, thus leaving the patient weak until another 
tablet can be absorbed. Mestinon has a more sustained 
action, usually allowing time for the patient to take 
more medicine before the effect of the previous dose is 
significantly diminished. Nevertheless, occasional my- 
asthenic patients definitely feel that neostigmine is 
superior to Mestinon. Therefore, any person who does 
not experience satisfactory results from Mestinon 
should have a trial with neostigmine. 

Some physicians prefer to begin therapy with neo- 
stigmine and switch to Mestinon only if neostigmine 
proves unsatisfactory. The principles of initiating 
treatment with neostigmine are the same as those 
described for Mestinon. The actions and side-reactions 
of neostigmine and the common early problems of 
regulating the dosage are essentially the same as those 
experienced with Mestinon. There seems to be no way, 
other than trying both drugs, to predict which patients 
will prefer neostigmine or Mestinon. 

I have seen a few patients who prefer combinations 
of these two drugs, utilizing neostigmine when quick 
increase in strength is needed and Mestinon when 
longer duration is desired, such as at bedtime. These 
patients have been myasthenics of relatively long dura- 
tion, well experienced in drug treatment and for them, 
combinations were quite satisfactory. Any similar ap- 
proach resulting in maximum strength for the patient 
is justified. However, I do not recommend that patients 
be allowed to combine neostigmine and Mestinon 
until they have had experience utilizing each of the 
drugs separately and are well versed in their own reac- 
tions to each drug. 

Mestinon Timespan. There have been periodic at- 
tempts to develop compounds with a longer duration 
of action than the standard anticholinesterase drugs 
utilized in the treatment of myasthenia gravis. Until 
recently, these attempts have been unsuccessful. How- 
ever, within the past few months Mestinon Timespan, 
a prolonged-action form of Mestinon, has become 
available. Each tablet contains 180 mg. of Mestinon 
bromide (three times the dose of the ordinary tablet) 
utilizing an absorbent for even distribution and release. 

The use of Mestinon Timespan allows the patient to 
decrease the total number of tablets ingested each day. 
In my experience, this has not proved to be of major 
importance to most patients. The great advantage of 
this preparation is in its sustained effect throughout 
the night for those patients who have to wake to take 
more medication or who are so weak in the morning 
that they have trouble rising and dressing until medica- 
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tion can be taken and absorbed. Thus Mestinon Time- 
span may supplement ordinary forms of anticholin- 
esterase agents and be taken only before retiring. Of 
course, the patient may try Mestinon Timespan tablets 
throughout the day and be regulated on them alone. 
The method of initiating therapy is similar to that with 
neostigmine and regular Mestinon—first determining 
the time it takes to absorb (often a little longer than 
with regular Mestinon or neostigmine), the duration of 
action and side reactions. Mestinon Timespan tablets 
are scored so that 90 mg. may easily be administered 
if desired, rather than the full 180-mg. dose. 
Mytelase. One of the newest drugs utilized for the 
treatment of myasthenia gravis is Mytelase (am- 
bemonium chloride), formerly known as Mysuran and 
WIN-8077. It is an anticholinesterase drug, available 
in scored 10- and 25-mg. tablets. Five to 7.5 mg. of 
Mytelase is approximately equivalent to 60 mg. of 
Mestinon or 15 mg. of neostigmine. Dosage principles 
are similar to those of other anticholinesterase agents. 
Treatment should be initiated with 5 mg. and then 
slowly and carefully increased to optimum levels, as 
with the other drugs. The optimum dose may vary 
widely. The duration of action of Mytelase is usually 
longer than that of neostigmine or Mestinon. 
Although central nervous system symptoms, such as 
headache, are prominent, muscarinic reactions, such as 
cramps and diarrhea, are often less frequently noted 
than with Mestinon and neostigmine; overdosage may 
be signified by fasciculations and weakness. Because of 
this relative absence of muscarinic reactions, the physi- 
cian must be very careful in the management of a 
myasthenic with Mytelase to prevent cholinergic crisis. 
Other Drugs. Before the value of anticholinesterase 
agents in the treatment of myasthenia gravis was dis- 
covered, ephedrine was found to give varying degrees 
of increased strength in myasthenic patients. Modern 
therapy has relegated ephedrine to a very secondary 
position in myasthenic treatment, but an occasional 
patient may feel that his strength is further improved 
by using this drug in combination with anticholin- 
esterase agents. Therefore, ephedrine sulfate may be 
prescribed in tablets of 25 mg. (% gr.) three or four 
times a day. Preparations containing ephedrine with a 
barbiturate may also be used if an undesirable degree of 
central nervous system stimulation is obtained from 
ephedrine alone. If no benefit is noted within a few 
weeks, ephedrine should be discontinued. 

_ Potassium has also been thought to increase strength 
in some myasthenics. Gastrointestinal side reactions 
may limit the dosage. One or 2 Gm. of potassium 
chloride in enteric-coated tablets may be given three 
times daily. Other preparations of potassium may also 
be used. With modern therapy, it is rare to find a 
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patient for whom potassium is worth while, anc [ 
usually do not bother to try it if satisfactory results are 
being obtained with standard therapy. 

Guanidine,. glutamic acid, glycocyamine and ure- 
choline have also been utilized for the treatment of 
myasthenia gravis. Their value is doubtful. 

The organic phosphates, potent anticholinesterase 
agents, have also been thoroughly studied. Tetra- 
ethylpyrophosphate (TEPP) and _ octamethylphos- 
phoramide (OMPA) were the most satisfactory of the 
group but were extremely toxic. Although they un- 
doubtedly increased the strength of many myasthenics, 
the introduction of newer compounds renders the use 
of such dangerous drugs unnecessary. 

Preparations of curare and quinine myst be avoided 
for they definitely aggravate myasthenic weakness. 

Short courses of ACTH and adrenocorticoids have 
been administered to myasthenics. Patients often 
become worse during therapy, and therefore these 
drugs must be used with caution. It was felt by some 
investigators that following withdrawal of the drug, the 
myasthenic would rebound to greater strength than 
he had before this treatment. There is no conclusive 
proof to substantiate this and such therapy is too 
dangerous to be justified. 


SPECIAL TREATMENTS 


Ocular myasthenia. In general the principles of treat- 
ment of the patient whose weakness is limited to the 
extraocular muscles are no different from those em- 
ployed in generalized myasthenia gravis. However, 
certain specific problems often arise. The patient 
with nearly complete paralysis of extraocular muscles 
may see objects singly because the eyes are aligned. 
The ingestion of anticholinesterase drugs may then 
improve, but not completely relieve the muscle paresis 
so that the eyes are no longer aligned, and diplopia re- 
sults. If the diplopia cannot be relieved by larger doses 
of drugs, the treatment does more harm than good, and 
the drug is of no value. 

Ptosis is often very troublesome but I have found 
that occasional patients require such large amounts of 
medication to relieve this symptom, and side reactions 
are so uncomfortable, that they merely prefer to use a 
lid crutch attached to their glasses and not bother 
with drugs. However, such reactions cannot be pre- 
dicted and it is usually wise to attempt to control the 
symptoms of ocular myasthenia gravis with anticho- 
linesterase drugs as would be done in more generalized 
myasthenia. 

Although the extraocular muscles are relatively less 
responsive to therapy than other muscles, it is fortunate 
that the patient can spare these muscles with less 
disability than would be present if other cranial nerve 
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muscles were refractory. Diplopia, when not sufh- 
ciently relieved by treatment can, of course, be re- 
moved by various measures to occlude vision from one 
eye. Operative procedures are occasionally advisable to 
relieve ptosis. 

Myasthenic Crisis. The moderate or severe myasthenic 
patient may fail to show an adequate response to his 
medication and rapidly worsen. This may be due to 
inadequate doses of anticholinesterase drugs and to 
significant progression of the myasthenia gravis. The 
management of this condition, commonly called. my- 
asthenic crisis, becomes a medical emergency when the 
bulbar muscles are involved, for the patient may die 
from respiratory obstruction and failure if prompt 
treatment is not administered. 

The problem is complicated, for overdosage of 
anticholinesterase agents may produce profound weak- 
ness closely simulating a myasthenic crisis. This toxic 
reaction is called cholinergic crisis. In one condition, 
more anticholinesterase agents are indicated, while in 
the other, they might prove fatal by severely increasing 
the weakness. There are several clinical criteria by 
which the two disorders can be distinguished although 
the differentiation cannot be made with assurance in all 
cases. 

1. The presence of other cholinergic reactions sug- 
gests that weakness is due to overmedication. The re- 
actions include severe gastrointestinal stimulation with 
anorexia, nausea and vomiting, abdominal cramps and 
diarrhea, urinary frequency and urgency, muscular 
fasciculations, excessive salivation and miosis. Central 
nervous system stimulation with anxiety and headache 
may occur but is difficult to differentiate from the 
anxiety expected from a person who experiences in- 
creasing weakness and respiratory embarrassment. 

These reactions, when present, are an important 
clue to the diagnosis of cholinergic crisis, but if the 
patient has been using atropine or belladonna, these 
symptoms may not occur. As atropine derivatives, in 
ordinary doses, do not appreciably affect the weakness 
of cholinergic crisis, myasthenic crisis may be closely 
simulated. 

2. If a patient becomes weak after having recently 
received anticholinesterase compounds, and becomes 
increasingly weaker after ingesting more, cholinergic 
crisis is likely. 

3. Conversely, increase in weakness on relatively 
small doses of drugs suggests myasthenic crisis, 
particularly when atropine has not been used and 
muscarinic reactions are absent or slight. 

4. Tensilon may he utilized to differentiate my- 
asthenic from cholinergic crisis. Intravenous injection 
of 0.2 cc. (2 mg.) of this drug is given. If improvement 
is noted, the crisis is probably due to myasthenic weak- 
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ness. If improvement is not observed or if the patient 
becomes weaker, the crisis is most likely cholinergic. 

Despite these criteria, the differentiation of my- 
asthenic from cholinergic crisis may prove difficult even 
for experienced neurologists. Therefore, it must be 
emphasized that the general practitioner, who usually 
has very limited experience with this problem, must not 
delay treatment too long in an attempt to substantiate 
the correct diagnosis. If the history and findings are not 
sufficient to differentiate myasthenic from cholinergic 
crisis, or the points necessary to make this distinction 
are forgotten, all that must be remembered is that a 
fatal outcome, in most cases, will be due to respiratory 
obstruction and failure. Therefore, to prevent death 
from either myasthenic or cholinergic crisis, the pa- 
tient’s airway must be clear and respirations must be 
maintained. 

The details of such treatment are well-known to the 
general practitioner. Tracheal intubation, suctions of 
bronchial secretion, and artificial respiration may be 
required, followed by tracheostomy and the use of a 
mechanical respirator, depending on the severity of 
the respiratory difficulty. It is far preferable to prepare 
for and to treat respiratory embarrassment too soon 
rather than too late. When the patient is satisfactorily 
maintained in an artificial respirator, the physician no 
longer must worry about an immediate differentiation 
of myasthenic from cholinergic crisis. Cholinergic 
crisis will subside as excess medication is metabolized. 
After a day or two, the patient in myasthenic crisis 
will remain weak or become weaker and when this 
diagnosis is established, appropriate additional ther- 
apy is given. 

If the diagnosis of myasthenic crisis can be con- 
firmed when the patient is first seen, parenteral injec- 
tions of neostigmine are indicated. Doses of 1 or 2 mg. 
are given at once and repeated as often as needed. The 
patient must be kept under extremely close observation 
to prevent a turn from myasthenic to cholinergic crisis 
by administering too much neostigmine. 

If cholinergic crisis is recognized, large doses of 
atropine are indicated. One or 2 mg. should be given 
intramuscularly every one or two hours until signs of 
atropinization occur. Of course, anticholinesterase 
drugs should be withheld until improvement is evident. 

Myasthenia Gravis in the Newborn. The children of 
myasthenic mothers may be born with a transient 
myastheniclike syndrome. They may be weak and list- 
less and have difficulty sucking, swallowing and breath- 
ing. Although this weakness may be mild, it may be 
sufficiently severe to endanger life. It is important for 
the obstetrician and pediatrician to be aware of this 
syndrome if the mother has myasthenia gravis and be 
prepared to administer small amounts of neostigmine 
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to the child if required. Exact doses and frequency of 
administration are dependent on the degree of weakness 
and the size of the infant. After a few days the weakness 
diminishes and eventually leaves, and the child does not 
require further treatment. Such children do not show 
any tendency to develop myasthenia gravis in later 
life. 

Thymectomy. The presence of neoplasms of the thy- 
mus in a significant number of patients with myasthenia 
gravis has resulted in attempts to alleviate myasthenic 
weakness by surgical removal of this gland even when 
no tumor is discovered. Since 1941, the value of this 
form of treatment has been subject to dispute. The 
evidence for and against the value of thymectomy is 
voluminous and cannot be discussed in this paper. 
Even experienced neurologists are not in agreement. 
The proponents of thymectomy believe that it is of 
greatest value when performed on female patients 
under the age of 50 in whom no true thymic tumor is 
found. 

Considering the major surgery involved, it is my 
opinion that thymectomy should be considered only 
for those patients who do not obtain reasonably satis- 
factory relief of weakness with medical therapy. In ad- 
dition, they must be willing to assume the expense and 
risks of surgery after a thorough explanation not only 
of the potential benefits of the procedure, but also of the 
possibility of no improvement. 

Time will undoubtedly resolve the differences of 


opinion regarding the value of thymectomy, but meani- 
while, the general practitioner should proceed with 
medical treatment, advising surgery to his patient only 
for refractory cases and after consultation with ex- 
perienced neurologists. 

X-ray therapy may be advised for those patients who 
are not suitable candidates for surgery who are doing 
poorly with anticholinesterase drugs. However, there 
is no conclusive proof that x-ray to the thymus sig- 
nificantly alters the course of myasthenia gravis. 


Conclusions 


The information supplied in this paper should en- 
able the general practitioner to provide satisfactory 
treatment for the patient with mild or moderately 
severe myasthenia gravis. 

Consultation with an experienced neurologist who 
will aid in guiding treatment is advisable for all severe 
myasthenics, particularly those patients who have 
difficulty chewing, talking and swallowing. 

The general practitioner is often in a better position 
than the specialist to understand the individual’s social 
and psychologic environment and to give advice that 
will help the myasthenic patient make the best possible 
adjustment. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


IT HAS BECOME CLEAR that the viruses responsible for animal tumors are not altogether strange 
microbes. Recent studies have shown that the animal tumor viruses grow to high titer, that 
they produce antibodies, and that some of them grow in tissue cultures. Their manifestations 
are generally hyperplastic rather than cytolytic and the viruses frequently remain latent 
for many months; but these are not unusual properties. Only their oncogenic activities set 
them apart. The methods for working with them appear to be slightly more difficult than 
those for some of the ordinary, nontumor viruses, yet they seem to present no more severe 
technical problems than, for example, the salivary gland viruses. 

The delineation of certain viruses in one species has frequently been based upon studies 
of similar viral experiences in other species. When representatives of various families of 
human viruses turn up in animal species other than man, it is merely taken for granted. In 
the same way, it is not uncommon for the first representatives of a virus family to be found 
in an animal species, then for subsequently, related representatives to be found in man. It is 
hardly possible for a virologist to think that family relatives of the numerous tumor viruses 
of animals will find no expression in the human species. To say that such a virus has never 
been demonstrated is quite correct. It is equally correct to say, however, that the critical 
experiments which have been necessary for the demonstration of animal cancer agents in 
man have not yet been performed. In fact, the question “Do viruses.cause human cancer”? 
has not yet been effectively asked. One of the major implications of modern virus research, 
therefore, is based on the likelihood of an early answer to this most important medical ques- 
tion.—Robsert J. Huesner, M.D., Public Health Reports, 74:6, 1959. 


Viruses 
in Etiology 
of Human Cancer 
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Migraine Relief 


(American Academy of Neurology, Los Angeles, April 16.) 
COMPLETE RELIEF from migraine and other vascular 
headaches was obtained in 80 per cent of patients 
receiving a specially processed form of ergotamine 
tartrate (Ergomar). The drug is rapidly absorbed 
through the buccal cavity. In one series of 251 pa- 
tients, “80 per cent obtained complete relief, 15 per 
cent partial relief, and the remaining 5 per cent no 
relief.” In office practice, complete or partial relief was 
obtained in 90 per cent of 465 migraine sufferers, and 
105 victims of other types of chronic vascular head- 
ache.— Drs. Marvin Fucus and Lester F. BLUMENTHAL, 
George Washington University School of Medicine. 


Cancer Chemotherapy 


(American Cancer Society seminar, Excelsior Springs, 
Mo., April 2.) Some 37 NEW CHEMICAL COMPOUNDS and 
50 new hormone preparations are or soon will be 
undergoing clinical trials. A few show promise of 
greater effectiveness against some types of tumors than 
did predecessor compounds. Many were detected in 
the screening program of the Cancer Chemotherapy 
National Service Center operated through the National 
Cancer Institute.—Dr. Stewart Sessoms, chief of the 
chemotherapy program, and other specialists. 


Measles Vaccine 


(American Academy of Pediatrics, San Francisco, April 
14.) A VACCINE AGAINST RUBEOLA, prepared from the 
virus causing distemper in dogs, has apparently pro- 
tected most of a group of 200 children for at’least three 
years. In one experiment, 165 children in a California 
State Mental Hospital were vaccinated, another 1,190 
served as controls. When an epidemic of measles broke 
out three years later, only three of the vaccinated 
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children developed measles, compared with 70 con- 
trols.— Dr. Joun M. Apams, University of California at 
Los Angeles Medical School. 


Loafer’s Heart 


(American College of Physicians, Chicago, April 22.) 
INADEQUATE PHYSICAL ACTIVITY brings a marked decline 
in physiologic mechanisms protecting the heart from 
degenerative processes, it is shown by a comparative 
study of highly conditioned athletes, Austrian moun- 
taineers, Alpine soldiers and sedentary individuals. 
‘Fortunately, this condition is reversible, and in 20 
more or less sedentary men, a six- to 12-week period of 
vigorous physical retraining restored the vagal tone 
toward normal.”—Drs. Rass and YVONNE 
K. Starcueska, University of Vermont College of Med- 
icine; Dr. Enscut Kimura, Japan Medical Coilege, Tokyo; 
Dr. Pavuto Pauta Sitva, University of Paulo 
Faculty of Medicine, Brazil and Dr. Hans Marcuet, 
University of Innsbruck, Austria. 


American Tensions 


(Ibid., April 23.) IN A COMPARATIVE STUDY of 100 male 
coronary patients aged 25 to 40 with 100 normal con- 
trols, “emotional stress associated with job responsi- 
bility appeared far more significant in the etiologic pic- 
ture of coronary disease than heredity or a prodigiously 
high fat diet. Almost without exception, the young 
coronary patient was found to be an aggressive, ambi- 
tious individual who had lived beyond his normal 
capacity and tempo. ... Although ours is a civilization 
that enjoys more leisure than any in history, the ma- 
jority of us in reality work harder than we have ever 
done before. Much of the envied leisure time of 
Americans is regimented by participation in a variety 
of social and civic activities. Such obligatory use of 
leisure is not satisfying and may represent a poor anti- 
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dote for the emotional stresses of daily business com- 
petition.”— Dr. Henry I. Russex, U. S. Public Health 
Service Hospital, Staten Island, N. Y. 


Heart Murmurs 


(Ibid., April 20.) Heart EXAMINATIONS conducted in a 
sound-proofed room detected murmurs in all of 71 
normal adults, and in 19 of 25 fetal hearts. None could 
be detected in normal stethoscopic examination, and 
none of the subjects had histories of heart murmurs or 
heart disease. The murmurs were apparently normal 
noise of blood passing through heart valves.— Dr. DaLe 
D. Groom, Medical College of South Carolina. 


Diabetes Detection 


(International Conference on Diabetes, New York, April 
10.) CoRTISONE HEIGHTENS the sensitivity of the 
standard glucose tolerance test for borderline cases of 
diabetes. Persons predisposed to diabetes apparently 
cannot compensate for cortisone’s ability to increase 
formation of glucose in the liver and decrease its 
utilization in the body. Preliminary results of the 
cortisone-glucose method indicate promise in identify- 
ing subtle cases, especially among relatives of diabetics. 
—Dr. Sreran S. Fasans and Dr. Jerome W. Conn, 
University of Michigan Medical School. 


Cholesterol Blocker 


(Federation of American Societies for Experimental 
Biology, Atlantic City, April 13.) IN ANIMAL TESTS, a 
new experimental drug shows promise of controlling 
cholesterol level in the body. It blocks formation of 
cholesterol late in the bioproduction line, inhibiting 
its synthesis in the liver and other organs, without 
appearing to upset the normal production of steroid 
hormones. The drug bears the working nickname of 
**Mer-29.”"—Dr. Tuomas R. and associates, 
William S. Merrell Pharmaceutical Firm, Cincinnati. 


Cross-Immunity 


(Ibid., April 18.) Immuntry To POLIO from oral vaccine 
can be conferred upon other family members through 
contact with body wastes of the immunized person. 
Spread of the attenuated viruses was observed in a 
year-long study of 56 New Orleans families. The virus 
spread most rapidly in lower economic groups with 
poor sanitary facilities, usually from child to child. 
*One child carrying the virus spread it to two play- 
mates in a period of two hours.”—Dr. Henry M. 
GELFAND, associate professor of epidemiology, Tulane 
University School of Medicine. 


Shiver Control 


(Ibhid., April 16.) Exposep To 39 pEcrEEs F., shivering 
was intensified in volunteers exposed to air deficient in 
oxygen. When test subjects breathed air rich in carbon 
dioxide, shivering was inhibited for as long as 30 min- 
utes, then the rate increased rapidly when the subject 
was returned to room air.— RoBert W. BuLLarD, PH.D., 
assistant professor of physiology, Indiana University 
School of Medicine. 


(Ibid., April 16.) NeBLinc MEALs during the day may be 
healthier than eating three full meals daily, judging 
from results in laboratory rats. Rats permitted to nib- 
ble food during the day, as they customarily do, 
acquired about 10 per cent total body fat. Rats fed 
*tmeals” by stomach tube weighed about the same, 
but averaged 17 per cent fatty deposits. The regular 
meals appeared to increase the rate of fat formation. 
"While a great many scientific investigations have been 
undertaken regarding types of diets, little is known 
about the effect of actual eating habits on the body.”— 
Dr. CiarENce Coun, director of biochemistry, Research 
Institute of Chicago’s Michael Reese Hospital and Medical 
Center. 


Oxalate Production 


(Ibid., April 16.) Derictency OF VITAMIN Bg causes in- 
creased production of oxalates, one cause of kidney 
stones. The Bg deficiency is greatly increased in rats by 
presence of Bg antagonists, deoxypyridoxine and 
isoniazid. Earlier studies showed that administration of 
Be to humans on diets presuinably adequate in this 
vitamin sharply decreased oxalate production.— Dr. 
Srantey N. Gersuorr, Harvard University School of 
Public Health. 


Female Sterility 


(National Academy of Sciences, Washington, April 29.) 
GiRLs EXPOSED TO x-RAYs three months prenatally may 
become sterile adults, mouse experiments indicate. 
Reproductive cells of female mice are extremely sen- 
sitive to low dosage radiation two weeks after birth—a 
time corresponding to the reproductive developmental 
stage of the human fetus three months prior to birth. 
The mice were sensitive to doses as low as 10 to 251, 
within the range received by a pregnant woman during 
fluoroscopic examination. Contrarily, newborn mice 
displayed marked resistance to radiation.— Drs. W. L. 
Russei, Liane Braucu Russewt, M. H. Sreeve and 
E. L. 
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X-ray of the chest of a patient 
with nocardiosis showing ake 
opacification of the upper half - 
of the right lung ie 

with multiple small areas 

of cavitation. 


Nocardiosis 


SOL KATZ, M.D. 
Associate Editor GP 


Nocarbiosis is a fungous infection most commonly 
caused by the Gram-positive, acid-fast Nocardia 
asteroides. The branching filaments of this fungus 
may fragment into delicate rods closely resembling 
bacilli, which because of their acid-fast staining 
characteristics are often mistakenly identified as 
tubercle bacilli. The degree of acid-fastness varies, 
being usually strong in organisms found in tissues 
and initial cultures but becoming weaker on repeated 
subcultures. 

This fungus grows rapidly on common laboratory 
media even at room temperature, producing a waxy 
growth which soon becomes wrinkled and yellow to 
deep orange. N. asteroides is pathogenic for guinea 
pigs, and this test distinguishes it from other species 
of Nocardia. 

N. asteroides is found in the soil, and pulmonary 
infection is considered exogenous. At times this fungus 
may be found in the bronchi of patients with chronic 
bronchopulmonary disease without having pathogenic 
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significance. Therefore, an evaluation of the signifi- 
cance of the presence of N. asteroides only in sputum 
is difficult. 

However, when found in midst of a suppurative or 
granulomatous reaction, N. asteroides can be assumed 
to be pathogenic. 

The lung is usually the initial site of invasion and 
the infection, like actinomycosis, may extend to the 
pleura and chest wall, resulting in subcutaneous 
abscesses and draining fistulas. Systemic spread yields 
widespread abscess formation with a special pro- 
pensity for the brain. At times, nocardiosis produces 
only a localized infection of an extremity caused by 
the introduction of the fungus into the tissues follow- 
ing injury. The suppurative process in these instances 
may extend to the bone. Thus, nocardiosis may be a 
cause of mycetoma. 

The roentgen features are variable and nonspecific 
and resemble tuberculosis, pneumonia or lung abscess. 
Accompanying pleural involvement is frequent. 
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Treatment of Delirium Tremens 


THE EFFECTS OF PARALDEHYDE and chlorpromazine in 
the treatment of delirium tremens have been compared 
by Friedhoff and Zitrin. Enthusiastic reports concern- 
ing chlorpromazine in this disorder stimulated this 
comparative study. Cases were assigned to each treat- 
ment group in alternating fashion and all patients ac- 
cepted for study showed tremors, hallucinations and 
marked apprehension. The drugs were given in in- 
creasing doses until definite sedation was obtained. 
Patients were considered cleared when sensorium, 
memory and emotional state were judged to be normal. 
The strong odor of paraldehyde made a double-blind 
study impractical. 

Sixteen patients, receiving chlorpromazine in daily 
doses varying from 100 to 725 mg., recovered in an 
average time of eight days. Sixteen patients receiving 
paraldehyde, 8 to 65 ml., recovered in an average time 
of six days. No serious side effects were noted with 
either drug. The advantages of each are discussed, but 
they are, in general, comparable nonspecific therapies. 


(New York State J. Med., 59:1060, 1959.) 


Fecal Flora of Infants 


WHALE IT Is KNOWN that the fecal flora is not established 
until after birth, the initial sources of the organisms 
are not understood. Gareau and her colleagues have 
shed some light on this problem by obtaining rectal 
swab specimens from mothers before delivery, and 
throat and rectal swab specimens from the newborn 
infants immediately after birth and at 24, 48 and 72 
hours. In addition, the study was extended to two ob- 
stetric units differing in their facilities, in order to 
determine the extent of environmental factors. All cul- 
tures were confirmed biochemically and typed sero- 
logically. 

The results indicate that the mother is a frequent 
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source for her infant’s initial fecal flora. Twenty-five 
per cent of the infants excreted the same E. coli bio- 
types and serotypes as their mothers. Serotypes ex- 
creted by the mother were also found in the throats of 
some infants at the time of delivery. Two mothers were 
harboring known pathogens at the time of delivery, and 
in one instance, this strain was found in the infant. 
Cultures were made of organisms of the Klebsiella- 
Cloacae group. These were found in four of 18 infants 
housed in a new modern unit, and in 38 of 39 infants 
cared for in an older building. This suggests the en- 
vironment as an important additional source of the 


initial fecal flora. (J. Pediat., 54:313, 1959.) 


Unusual Location for Pheochromocytoma 


PHEOCHROMOCYTOMAS HAVE BEEN DESCRIBED in unusual 
locations, including the urinary bladder and various 
sites in the retroperitoneal space. Clinical manifesta- 
tions may reflect the anatomic location. Forssell and 
Malin describe a case that illustrates these points. 

A 38-year-old hypertensive woman with intermittent 
attacks of headache, angina and other symptoms was 
admitted for study. It was found that these attacks 
could be precipitated by bending over, or by pressure 
on a certain spot in the abdomen, below and to the left 
of the umbilicus. She came to surgery, and a pheo- 
chromocytoma was removed from the wall of the 
aorta near the lower pole of the left kidney. Four years 
later her symptoms recurred and on this occasion, 
palpation of the abdomen to the right of the aorta at 
the level of the umbilicus produced a typical attack. 
Upon exploration, a pheochromocytoma was found at 
the bifurcation of the aorta. 

The various locations of these tumors may be used to 
explain the frequent relationship between pregnancy 
and the attacks. A growing uterus might compress the 
tumor at different stages in pregnancy. (Acta Medica 
Scandinavia, 163 :55, 1959.) 
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Treatment of Lupus Erythematosus 


TYE AND HIS ASSOCIATES undertook a clinical evalua- 
tion of the treatment of lupus erythematosus with 
a tablet composed of quinacrine, 25 mg., hydroxy- 
chloroquine, 50 mg. and chloroquine, 65 mg. Forty- 
five patients with chronic discoid lupus erythematosus 
and three with subacute systemic lupus erythematosus 
were treated. The average initial dose was 2 tablets 
a day, 1 after breakfast and 1 after supper. The dose 
was gradually increased by 1 tablet daily up to the 
point of clinical response and then maintained at that 
level as long as was indicated by continued im- 
provement. 

The lesions were completely cleared in 19 patients 
with the chronic discoid form and in one with subacute 
systemic lupus. When complete healing was evident, 
the dose was kept at that level for two to four weeks 
and then gradually reduced to the smallest amount to 
maintain the remission. The lesions were almost cleared 
in nine other patients with chronic discoid lupus. 
Either moderate improvement or partial clearing oc- 
curred in 16 patients with chronic discoid lupus and in 
two with the subacute systemic form. Improvement be- 
came evident in most patients in two to four weeks 
after the start of the therapy. Thirteen of the 20 pa- 
tients in whom there was complete clearing of the 
lesions were seen subsequently in relapse. 

Thirty-eight of the 48 patients tolerated the com- 
bination tablet without any difficulty. Four patients 
had mild side effects that, although annoying, were 
not considered serious enough to justify discontinuing 
the treatment. These effects consisted of nausea, in- 
digestion, epigastric distress, diarrhea and dizziness. 
In all these patients, the symptoms disappeared when 
the dose was lowered, and they did not require dis- 
continuance of the medication. 

In only six patients were the abnormal conditions 
that developed during treatment serious enough to 
justify interruption of therapy. Three had skin reac- 
tions. The eruption cleared promptly in all cases after 
the medication was discontinued. In three patients 
abnormal 24-hour and 48-hour cephalin flocculation 
titers developed under treatment. The titers reverted 
to normal when the medication was discontinued. 

The authors’ clinical observations are reasonably 
suggestive that the simultaneous administration of two 
or three of these drugs is more efficacious in some pa- 
tients at certain times of the disease than any of them 
alone. Quinacrine, because of its tendency to produce 
skin reactions, is the drug most likely to be displaced 
in part or altogether by either or both of the other 
two drugs used in this study. (New England J. Med., 
260) :63, 1959.) 
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Pertussis Vaccination 


Martin DuPan or Geneva, Switzerland, was led to 
study the problem of an efficacious vaccination against 
pertussis for newborn infants, because of the high 
mortality that still occurs in infants under 5 months of 
age. 

. The first study completed is summarized in the dia- 
gram below. 

One month after the third and final injection of 
vaccine, infants vaccinated early barely attained a pro- 
tective antibody level. The unsatisfactory results of 
vaccination in the newborn group may somehow be 
related to the inability of newborn infants to produce 
gamma globulin. 

The infant is protected from the majority of infec- 
tious diseases by means of passive immunity received 
from its mother. But since it is not capable of develop- 
ing active immunity, it is preferable not to vaccinate in- 
fants against pertussis until the minimum age of 1 
month. 

In case of possible exposure to the disease, the in- 
fant can be well protected with hyperimmune antiper- 
tussis serum. (J. Pediat., 53:180, 1958.) 
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Chart comparing antibody titers against pertussis found in three 
age groups of infants. 
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Neurologic Syndromes in Cancer Cases 


SEVERAL NEUROLOGIC SYNDROMES have been described 
in carcinomas of various origins. Sensory neuropathy 
and bronchial carcinoma is a prominent example. 
Another is the cerebellar degeneration seen with 
carcinoma of the lung or ovary. These syndromes can- 
not be explained by direct metastatic involvement, 
and their pathogenesis is obscure. 

McGovern, Miller and Robertson have added 
another syndrome of malignancy—mental disorder. 
Two patients are described, both having bronchial 
carcinoma without cerebral metastases. The mental 
disorders appeared a few months before signs directly 
due to the tumors were noticed. Psychotic depression, 
intellectual impairment and, finally, a fluctuating con- 
fusional state with lucid periods were noted. 

One of the patients was found to have an elevated 
blood ammonia level, but this cannot clearly be 
labeled as etiologic. It is probable that carcinomas 
release a variety of abnormal metabolites or substances 
that interfere with normal metabolism. (Arch. Neurol. 
e> Psychiat., 81:341, 1959.) 


Suppurative Lymphadenitis 


CHAPMAN AND Guy REPORT six children with suppura- 
tive disease of the cervical lymph nodes associated 
with acid-fast organisms that were not Myobacterium 
tuberculosis. The clinical picture was that of fever and 
rapid enlargement with suppuration of the sub- 
mandibular lymph nodes. The formation of sinus tracts 
was sometimes seen. The affected lymph nodes show 
all the histologic characteristics of tuberculosis and 
may heal by calcification. 

The infection differs from tuberculous lymph- 
adenitis in that the latter involves several groups of 
nodes, progresses more slowly, and is associated with 
other evidences of tuberculosis. 

The authors discuss the three main varieties of 
nontuberculous (and nonleprous) acid-fast organisms. 
These are the photochromogens, i.e., organisms that 
produce a pigment only when exposed to light; the 
skotochromogens, capable of pigment production in 
total darkness; and the nonchromogens. All varieties 
may be clearly distinguished from M. tuberculosis by 
laboratory study. 

The organisms grown from tissue or pus in the 
present series were mainly photochromogenic. Similar 
organisms may be obtained on pharyngeal swabs from 
healthy children. Possibly this normal inhabitant of 
the oral pharynx occasionally becomes invasive when 
trauma or infection of the pharynx lowers the local 
tissue resistance. (Pediatrics, 23:323, 1959.) 
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Healing of Split-Skin Donor Sites 


THE SPLIT-SKIN GRAFT is the most frequently used 
method of repair in plastic and traumatic surgery, 
but involves problems of healing of the donor sites. 
The benefits gained from rapid healing of the donor 
site are twofold. In the severely burned patient, a 
limited donor area will yield a second crop of skin 
after the shortest possible time. In the patient with a 
small defect which requires skin grafting, early healing 
of the donor site may allow his rapid discharge to 
outpatient supervision. 

In a healthy patient, little can be done to accelerate 
the healing process but much can be done to avoid 
retarded healing. Infection must be prevented, for 
healing is not only delayed but a partial thickness 
loss may be converted into a full thickness loss. 
Trauma must be avoided. Damage to the newly 
forming surface may be caused in two ways: shearing 
if the dressings are adherent, and friction if they are 
not. 

Bailey and Duck have used meticulous technique 
in preparing the donor sites and taking the graft to 
avoid initial infection and then have covered the 
donor area with tulle grass which does not become 
adherent until it dries out. This is coated with a layer 
of cream base (sodium citrate, wax paraffin, chloro- 
cresol and water). Penicillin is not added. 

The authors have used this system in a series of 
60 consecutive cases with excellent healing with 
minimal discomfort. (Brit. J. Plas. Surg., 11:318, 
1959.) 


The Eosinophil and Gastrointestinal Carcinoma 


YOON HAS REVIEWED 129 cases of adenocarcinoma of 
the colon and stomach and evaluated the ‘degree 
of eosinophilic infiltration in each. 

In addition, the tumors were also classified accord- 
ing to the methods of Broders and Dukes for com- 
parison. The patients’ ages ranged from 29 to 86 
years. The average age was over 50 years. The ratio 
of men to women was about 1:1. There were 21 adeno- 
carcinomas of the stomach and 108 carcinomas of the 
colon. The peripheral white blood cell counts ranged 
from 5,150 to 23,000 per cubic mm., with 0 to 13 per 
cent eosinophils. 

The results indicated that eosinophilic infiltration 
in gastrointestinal carcinoma appears to be a very 
favorable finding as regards prognosis. The evidence 
also strongly suggested that an increase in blood 
eosinphils in patients with gastrointestinal carcinoma 
makes the prognosis worse. (Am. J. Surg., 97:195, 
1959.) 
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Antibiotic Prophylaxis During Measles 


Kareitz and Isenberg have reviewed the controversy 
over the value of antibiotics in preventing bacterial 
complications of measles. Weinstein has warned against 
the use of antibiotics in uncomplicated measles for 
three reasons. These are: (1) the appearance of bron- 
chopneumonia or otitis media was not prevented; 
(2) when secondary infection occurred despite anti- 
biotic prophylaxis, the bacteria involved differed from 
those recovered from untreated patients; and (3) 
“superinfection” followed the treatment of bacterial 
complications of measles. 

Karelitz and Isenberg sought to resolve this question 
in a study of 251 patients with rubeola, 78 of whom 
were hospitalized. Antibiotics (most commonly peni- 
cillin or erythromycin) were given prophylactically to 
88 of the children treated at home and 26 of the hos- 
pitalized patients. Fourteen of the home patients de- 
veloped common complications, as did two of the hos- 
pitalized patients. There were no unusual complica- 
tions or subsequent “‘superinfections.” 

Of 85 untreated home patients, 18 developed com- 
plications; as did 23 of 52 hospitalized untreated 
children. The authors point out that hospitalized and 
home patients differ considerably in severity of illness, 
bacterial environment and socioeconomic status. In 
addition, there were age factor differences. Hospital- 
ized patients were generally younger, and measles is 
known to be complicated more commonly in younger 
children. 

Despite these variables, the authors felt that the 
children treated with prophylactic antibiotics fared bet- 
ter (see the diagram at the right). They recommend 
antibiotic prophylaxis in measles for the very young 
and the infirm. (J. Pediat., 54:1, 1959.) 


Caudal Analgesia for Vaginal Delivery 


RusH REPORTS on the organization, medication, tech- 
nique, maternal and perinatal infant mortality from 
a series of approximately 15,000 patients receiving 
caudal anesthesia in a general hospital. 

The anesthesia service was organized to give 24- 
hour coverage by anesthesiologists. Nurses who are 
trained to follow the progress of labor can be taught 
also to follow safely and adequately a well-established 
catheter caudal anesthesia, so that when effective 
analgesia has been established in a given patient, and 
her blood pressure is stable, the anesthesiologist can 
feel free to leave her in the care of the delivery room 
nurses while he executes other duties. 

The majority of the patients who ultimately have 
been given a caudal anesthesia also received hypnotic 
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IN MEASLES PATIENTS SHOWING EFFECTS 
OF PROPHYLAXIS WITH ANTIBIOTICS 


50 - 


PERCENTAGES OF BACTERIAL COM*LICATIONS 


and analgesic medication during early stages of labor. 
Pentobarbital sodium in 100-mg. doses has been the 
commonest hypnotic given, although both secobarbital 
sodium and phenobarbital sodium were used occa- 
sionally. 

Most of the caudal anesthetics have been performed 
in the labor bed with the patient lying prone over a 
firm cylindrical bolster, rather than in the modified 
Sims’ or knee chest positions. The bolster measures 
approximately 9 inches in diameter and 26 inches in 
length. The criteria for instituting a caudal anes- 
thetic in an obstetric patient are: that she be in active 
labor with regularly recurring and effective uterine 
contractions; that the presenting part be engaged in 
the pelvis and that the cervix be dilated 4 to 6 cm. in 
multiparas, and 6 to 8 cm. in primiparas. The choice 
of anesthetic drug is limited to either Lidocaine 
hydrochloride, 1.0 per cent; or tetracaine hydro- 
chloride, 0.15 per cent, each with epinephrine 
1:200,000. 

Six maternal deaths occurred (2.2 per 10,000 live 
births) among all patients delivered. There were four 
deaths in the 15,000 patients receiving caudal anes- 
thesia. One of these occurred within’a week of pre- 
mature delivery in a primigravida with terminal 
Hodgkin’s disease. The other deaths were from: (1) 
possible amniotic pulmonary embolus, (2) an intra- 
cerebral hematoma and from a Guillain-Barré type of 
paralysis. There were 27.5 perinatal deaths per 1,000 
births. Most of these were in babies that weighed less 
than 2 kg. at birth. The death rate was slightly higher 
in caudal than in general anesthesia. 

Contraindications to the use of caudal anesthesia 
include premature separation of the placenta and 
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severe vaginal hemorrhage with imminent or accom- 
panying shock, active disease of the central nervous 
system, infection at the site of the administration of 
the block, and a subarachnoid tap with the caudal 
needle. (Anesthesiology, 20:31, 1959.) 


Treatment of Dermatoses 


ROBINSON TREATED 136 patients with various derma- 
tologic conditions, using an ointment containing 1 
per cent crude coal tar, 0.1 per cent fludrocortisone, 
and 0.2 per cent chlorhydroxyquinolin. Forty-one of 
the patients had dermatitis venenata. Although the 
discovery and elimination or avoidance of the offend- 
ing allergen is effective in the management of this 
condition, appropriate topical therapy is also of real 
value through relieving the pruritus as well as stem- 
ming the underlying inflammatory process. 
Thirty-nine of the 41 patients had an excellent or 
good therapeutic response with clearing of lesions and 
relief of pruritus within one or two weeks of treatment. 
Excellent or good results were obtained in the treat- 
ment of 12 of the 16 evaluated patients with dermatitis 
of uncertain diagnosis, and in 11 of 13 patients with 
seborrheic dermatitis, eight of nine patients with 
atopic dermatitis, seven of eight patients with neuro- 
dermatitis, and five of six patients with seborrhea. 
Good, and sometimes excellent, results were obtained 
in one or more of the patients with nummular eczema, 
exfoliative dermatitis, eczema of undetermined cause, 
dermatitis and eczema following abrasive surgery, 
erythema multiforme, dermatitis medicamentosa, tinea 
pedis, dermatitis hypostatica, miliaria, folliculitis, 
candidiasis, intertrigo, lichen sclerosis, pruritus vul- 
vae and infantile eczema. The ointment was ineffective 
in the treatment of eight of ten patients with psoriasis. 
Poor results were also observed in one or more of the 
patients with hyperkeratosis, lupus erythematosus, 
necrotic excoriations, lichen planus, tinea cruris, 
impetigo contagiosa and posttraumatic eczema. 
Severe contact dermatitis resulting from the ad- 
ministration of the ointment was observed in two pa- 
tients. An important aspect of this study was the ob- 
servation that sodium retention or edema due to per- 
cutaneous absorption of fludrocortisone did not occur 
in any of the patients. It appears that the absorption 
of fludrocortisone is extremely infrequent, even when 
the ointment is applied to the skin several times daily 
for prolonged periods. The crude coal tar in the 
preparation used provided antipruritic and kera- 
togenetic activity, while the fludrocortisone demon- 
strated potent anti-inflammatory activity, and the 
chlorhydroxyquinolin was a strong antiseptic. It has 
been estimated that fludrocortisone, the 9-alpha fluro- 
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derivative of hydrocortisone, has at least tenfold 


greater anti-inflammatory activity than hydrocortisone. 
(Antibiot. Med. ¢ Clin. Therapy, 6:17, 1959.) 


Chronic Histoplasmosis 


GrEENDYKE and Kaltreider present a case of chronic 
histoplasmosis involving parotid gland, larynx, tongue, 
lung, and probably kidney, spleen and abdominal 
lymph nodes successfully treated with amphotericin B. 
The presenting complaint was a tongue ulcer present 
for four months. There was also hoarseness and x-ray 
evidence of a finely nodular infiltration and ac- 
centuated bronchovascular markings throughout both 
lung fields. A biopsy of the tongue ulcer disclosed 
Histoplasma capsulatum. 

Within a month of onset of treatment, all pain had 
disappeared from the tongue and throat. The tongue 
and laryngeal ulcers had healed, and the patient was 
able to eat solid food. In view of the therapeutic re- 
sults in this patient with chronic disseminated histo- 
plasmosis, further clinical trial of amphotericin B 
appears to be indicated. (Am. J. Med., 26:135, 1959.) 


Pyroglobulinemia 


THE TERM “pyroglobulinemia” signifies that there is 
a heat-coagulable protein in the serum—a fact that 
is demonstrated usually in the course of performing 
a serologic test for syphilis when the serum is heated to 
56° C. for 30 minutes to inactivate serum complement. 
In describing 20 cases of this syndrome, Martin, 
Mathieson and Eigler provide the following classifica- 
tion of dysproteinemia (states characterized by ab- 
normalities of the blood proteins). 

A. Deficiency of normal fractions. 

1. Congenital. 
2. Acquired. 
(Example, agammaglobulinemia) 

B. Paraproteinemia (proteins abnormal in quality or 

quantity). 

1. Cryoglobulinemia. 
2. Macroglobulinemia. 
3. Pyroglobulinemia. 

Although the significance of pyroglobulinemia is 
uncertain and its mechanism unknown, it is indicated 
that the syndrome is associated with multiple myeloma 
in about 50 per cent of cases. From that fact, it is 
evident that the accidental finding of pyroglobulinemia 
should suggest the need for a search for evidence of 
multiple myeloma. The pyroglobulinemia of that dis- 
ease does not correlate constantly with hyperproteine- 
mia, albuminuria or Bence Jones proteinuria. (Proc. 


Staff Meet., Mayo Clin., 34: 95, 1959.) 
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Diagnosis of Pleural Effusion 


In AN EFFORT to establish better criteria for etiologic 
diagnosis in cases of pleurisy with effusion, Schless, 
Harrison and Wier studied the records of 63 cases 
with pleural disease in which open thoracotomy and 
pleural biopsy had been performed. It was evident 
from this, as well as from previous studies by other 
investigators, that a diagnosis of tuberculosis of the 
pleura cannot be made consistently on the basis of 
any of the following: tuberculin test, characteristics 
of pleural fluid, bacteriologic studies of pleural fluid 
or sputum, x-ray studies or clinical course. It is 
possible that closed (needle) biopsy might have been 
sufficient in some cases, but the authors favor the 
open thoracotomy procedure because it insures ob- 
taining a representative portion of diseased pleura. 

In the final analysis, 38 of the 63 patients were 
given a diagnosis of tuberculosis, and 25 were given 
a final diagnosis of nontuberculous pleuritis. The 
reliability of pleural biopsy for the purpose in ques- 
tion was estimated at 92 per cent. Follow-up studies 
have sustained the thought that the method is a good 
one. (Ann. Int. Med., 50:11, 1959.) 


Preservation of Blood by Freezing 


STRUMIA AND HIS COWORKERS have developed a satis- 
factory method for the preservation of whole blood by 
freezing. Under ordinary circumstances, when blood is 
frozen and later thawed, large numbers of erythrocytes 
are lost by hemolysis, and the remaining erythrocytes 
do not “survive” well when they are transfused into a 
subject. The new method overcomes these defects. 

Acid-citrated blood was modified by the addition of 
an equal part of a solution containing lactose and dex- 
trose. The mixture was frozen quickly in flat containers 
made of thin aluminum by immersion in CO,-ethanol 
mixture and kept in storage for varying periods of 
time. Thawing was obtained by immersion in a water 
bath at 37° C. The diagram at the right demonstrates 
the effect of the addition of the sugar solution upon 
the recovery of human erythrocytes frozen and thawed 
with the technique described. When the specially 
treated blood is used for transfusion, the erythrocytes 
have a survival in vivo that is equivalent to the sur- 
vival of erythrocytes of a fresh autotransfusion. 

If the frozen blood is to be stored for an appreciable 
period, the temperature of storage has an important 
influence. At —93° C., a satisfactory recovery and 
survival of erythrocytes are maintained for periods of 
at least six months. Storage at temperatures of — 70° C. 
or —58° C. does not give satisfactory results. (Science, 
128:1002, 1958.) 
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Chymotrypsin in Dermatology 


CornBLEET, CHESROW AND LaTon used chymotrypsin 
in 36 patients with various types of dermatoses. The 
enzyme was used both locally and systemically because 
this proteolytic enzyme is useful for cleaning wounds, 
for hastening the absorption of an exudate or hema- 
toma, and for reducing the degree of inflammation. 

Tissue inflammation is said to depend on the elabo- 
ration of certain chemical substances. Some of these 
are proteolytic products, particularly polypeptide 
fractions. Intramuscular injections of trypsin produce 
elevated antiproteolytic levels in serum. Therefore, 
trypsin given intramuscularly, by elevating the level of 
serum antiproteolytic activity, indirectly promotes the 
inhibition of polypeptide production, thereby halting 
the local inflammatory stimulus. 

The local action of chymotrypsin depends on its 
enzymatic properties as a protease. It is fibrinolytic 
and degrades purulent and necrotic tissue. Its anti- 
phlogistic activity is indirect. 

The systemic and local uses of chymotrypsin are 
complementary. By chemical débridement, the enzyme 
cleanses the wound and removes gross numbers of 
primary and secondary microérganisms within and 
below exudates and crusts. . 

Chymotrypsin therapy is compatible with all the 
other types of treatment used in the management of 
dermatoses. Chemotherapeutic agents, antibiotics and 
endocrine products such as steroids do not interfere 
or destroy the enzyme. Like other enzymes, it is a pro- 
tein or proteinlike substance, and it is inactivated by 
heavy metals such as mercury and arsenic and by 
corrosives or tissue-destroying chemicals. In the 
authors’ series, acute inflammations responded more 
rapidly to systemic chymotrypsin therapy than chronic 
ones. (Antibiot. Med. e& Clin. Therapy, 6:21, 1959.) 
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Untreated whole blood 
Percentages of erythrocytes that do not undergo : 
hemolysis in blood that has been rapidly frozen ce 
and thawed. 


Electrolyte Changes in Delirium Tremens 


DeuiniuM TREMENS has been the subject of several 
studies relating to the biochemical changes associated 
with it. Hypomagnesemia has been the outstanding 
abnormality described thus far. In a group of 44 pa- 
tients recently investigated, low serum magnesium 
concentration was found in 60 per cent, a low potassium 
in 30 per cent, a low calcium in 20 per cent, and a high 
sodium in 37 per cent. Following treatment with fluids 
and sedation, the electrolyte concentrations returned 
to normal, magnesium taking the longest time. 

No good correlation was observed between the serum 
magnesium level and the severity of symptoms, nor did 
the administration of magnesium change the course of 
the disease. Suggested mechanisms for the abnormal 
electrolyte concentrations include poor diet, impaired 
absorption and excess urinary loss. The hypernatremia 
might result from the action of alcohol on the posterior 
pituitary to inhibit antidiuretic hormone and produce 
a water diuresis. (Am. J. Clin. Nutrition, 7:191, 1959.) 


Pulmonary A-V Fistula 


PULMONARY ARTERIOVENOUS fistulas probably arise from 
incomplete fusion of the venous and arterial septa in 
the common capillary bed of fetal life. The essential 
anatomy is that of a vascular shunt whereby venous 
blood from the right ventricle and pulmonary artery 
may bypass the pulmonary capillaries and feed directly 
into the oxygenated blood of the pulmonary veins. A 
family history and telangiectasis in other parts of the 
body are frequent accompaniments. 

The physiologic effects depend on the size of the 
shunt, e.g., one large fistula might produce the same 
disturbance as several small ones. Peripheral vasodila- 
tation and arterial oxygen unsaturation are present 
and account for the presence of clubbed fingers. 
Cyanosis occurs when a sufficient amount of right 
ventricular blood is shunted past the pulmonary 
capillary bed. Breathing pure oxygen will not return the 
arterial oxygen saturation figure to normal. Pulmonary 
vascular resistance is frequently elevated, which acts to 
increase the amount of blood flowing through the 
shunt. On occasion, the arterial side of the fistula may 
be fed by bronchial arteries rather than pulmonary 
vessels, and in such cases, the degree of arterial oxygen 
saturation will be slight. 

In the 400 cases now in the literature, the classical 
features are cyanosis, clubbing, polycythemia and an 
extracardiac murmur. The murmur is continuous or 
only systolic. Thrills are rare. The heart is usually nor- 
mal. Any part of the lung may be involved, and lesions 
are frequently multiple. The most constant x-ray find- 
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ing is a pulmonary opacity. Patients with normal ches: 
x-rays but classical signs of the disease, may have 
numerous, minute fistulas invisible on x-ray. Angio- 
cardiography is extremely helpful in locating all the 
lesions. 

The complications of pulmonary arteriovenous fis- 
tulas include bleeding from the lesion itself, or from 
nasal telangiectasia in addition to their pulmonary 
lesion. Cerebral symptoms are common and may result 
from the polycythemia, cerebral vascular malforma- 
tions, cerebral anoxia and brain abscess. The treat- 
ment is entirely surgical. Its success depends on the 
completeness with which all of pulmonary fistulas are 
removed. (Quarterly J. Med., 28:1, 1959.) 


Constrictive Pericarditis 


GIMLETTE HAS STUDIED a large group of patients with 
constrictive pericarditis. Tuberculosis accounted for 
17 of the 62 patients, while most of the remaining 
were of unknown etiology. 

One patient developed constriction following an E. 
coli suppurative pericarditis, and three patients de- 
veloped their disease secondary to metastatic carci- 
noma. Of the large “unknown” group (39/62), five 
patients had active rheumatoid arthritis. 

A high systemic venous pressure was found in every 
patient and is essential to the diagnosis. However, the 
characteristics of the venous pulse and the changes 
induced by respiration are not spécific for constrictive 
pericarditis. 

A diastolic sound (pericardial “knock”’) was heard 
in several patients, sometimes accompanied by a palpa- 
ble precordial thrust. The systolic blood pressure was 
usually normal. Pulsus paradoxus was observed in 
more than half the group. Cardiac enlargement and 
pericardial calcification were each seen in less than 
half of the patients. 

Most of the patients with calcification did not have 
proven tuberculosis, but this may be because chronic 
tuberculous pericarditis often loses its specific histo- 
logic features. It is possible, therefore, that many of the 
patients classified as unknown etiology had calcifica- 
tion on the basis of tuberculosis. 

Response to treatment depends somewhat on the 
duration of the constriction. Those operated upon 
within a year of onset did well with surgery. The re- 
sults in chronic constrictive pericarditis were far less 
satisfactory. Here the problem of myocardial disease, 
as suggested by the frequency of cardiac enlargement 
and atrial fibrillation, played a decisive role. Recur- 
rence of symptoms after pericardiectomy was attribu- 
table to hypertension or other myocardial disease, and 
was a poor prognostic sign. (Brit. Heart J., 21:9, 1959.) 
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Anorexigenic Agents 


Fazexas, Ehrmantraut and Kleh tested the effective- 
ness of phenmetrazine hydrochloride as an anorex- 
igenic agent in a double-blind controlled study of 55 
overweight patients. The subjects were attending a 
weight-reduction clinic where they received individu- 
alized instructions about diet. All these patients com- 
pleted a course of medication during which they were 
taking 1 tablet (25 mg.) of phenmetrazine three times 
a day or 1 placebo tablet three times a day at different 
periods during the study. Neither physicians nor pa- 
tients knew when the placebo was being used. The 
average weight loss was 1.25 pounds a week with 
phenmetrazine and 0.19 pound a week with the 
placebo. This was a significant difference. 

In order to get some appraisal of subjective variables, 
a group of mentally deficient patients were engaged in 
a similar double-blind study in which the effects of 
phenmetrazine, d-amphetamine and a placebo were 
compared. The results of that study are shown in the 
diagram at the right. 

In the mentally alert patients, side effects from 
phenmetrazine or placebo were comparable as shown in 


the following table. 


Phenmet- Place- 

razine bo 
Nervousness 9 8 
Insomnia, slight or occasional 7 3 
Constipation 7 3 
Dizziness 2 2 
Headache 1 1 
More energy 7 2 


The authors postulate that the anorexigenic agents 
in question act primarily in subcortical areas. How- 
ever, they point out that cortical influences can account 
for considerable variation in individual response to 


such drugs. (Am. J. M. Sc., 236:692, 1958.) 


Sarcoidosis of the Skin 


JAMEs REVIEWS the history of sarcoid skin lesions, going 
back to the original case reported in 1877. The present 
series included 200 cases of sarcoidosis with clinical, 
radiologic and tissue support for the diagnosis. 

The skin lesions may be divided as follows: lupus 
pernio (violaceous swelling of the nose, cheeks or ears) 
Was seen in nine patients as a chronic and persistent 
eruption; ten patients showed plaques similar in ap- 
pearance to the first group, but located on the limbs 
and buttocks ; eight patients showed a transient maculo- 
papular eruption that heralded the onset of systemic 
sarcoidosis; six patients had sarcoid involvement of 
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5 ANOREXIGENIC EFFECT OF DRUGS IN MENTALLY 


: DEFICIENT PATIENTS 


5 10 15 
Average weight loss (pounds) 
There were about 15 subjects in each group during the 28-week period of the 


previous scars (postoperative or traumatic). In this 
group an ordinary, well-healed scar would suddenly 
become purple and livid. Sixty-two patients mani- 
fested an erythema nodosum. 

Certain correlations of the skin sarcoid with the 
other manifestations of the disease may be made. Al- 
though sarcoid is distributed equally between the 
sexes, those with skin involvement were predomi- 
nantly female. Most of the patients with skin lesions 
also had intrathoracic disease. The only effective form 
of treatment for skin sarcoid is adrenal corticoids. 
These may be used topically and systemically. 
(Quarterly J. Med., 28:109, 1959.) 


Nalomorphine, Narcotic Antagonist 


BERGER HAS RECENTLY REVIEWED the actions and uses 
of a powerful narcotic antagonist, nalomorphine. 

Serious poisoning by the administration of narcotic 
drugs occurs in a number of circumstances. Self-admin- 
istration of heroin by addicts may result in respiratory 
depression and death. Patients in incipient or frank 
shock may rapidly absorb previously administered 
narcotics when blood pressure has been restored. Pa- 
tients with severe lung disease, particularly emphy- 
sema, exhibit marked sensitivity to small doses of mor- 
phine. Newborn infants may exhibit respiratory de- 
pression when the mother is given morphine shortly 
before delivery. 

These considerations serve to emphasize the im- 
portance of a narcotic antagonist, nalomorphine. Its 
molecular structure is that of morphine with a methyl 
group replaced by an allyl group. When given to non- 
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study. 
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narcotized subjects, nalomorphine has a morphine- 
like action, i.e., it causes a decrease in the respiratory 
minute volume. The drug’s major usefulness, however, 
is in combatting the respiratory depression of morphine 
and meperidine (Demerol). Its effects on narcotic- 
induced hypotension and coma are somewhat variable, 
but frequently beneficial. One interesting application 
has been made in the diagnosis of narcotic addiction. 
The administration of nalomorphine to an addict im- 
mediately precipitates a withdrawal syndrome. Bar- 
biturate-induced respiratory depression responds rela- 
tively poorly to nalomorphine. The mechanism of ac- 
tion of nalomorphine is not well understood, but 
theories have been proposed that consider it as a com- 
petitor of narcotic drugs for some neuronal site of ac- 
tion. 

Clinical use for emergency situations calls for 5- to 
10-mg. doses of nalomorphine intravenously. This 
may be repeated once or twice at ten-minute intervals. 
A lack of response is considered to be evidence against 
the diagnosis of narcotic respiratory depression. For 
non-narcotic respiratory depression a more usual dose 
is 40 mg. (New York State J. Med., 59:1030, 1959.) 


Antibiotics Against Hospital Staphylococci 


‘THERE HAS BEEN CONSIDERABLE CONTROVERSY regarding 
the merits of combinations of antibiotics in the treat- 
ment of staphylococcal infections. Some studies have 
demonstrated potentiation and even synergism of anti- 
bacterial effects, while others have raised objections 
and have been unable to confirm these favorable find- 
ings. Elliott and Hall have now evaluated paired com- 
binations of 12 common antibiotics against 30 hospital 
strains of coagulase-positive hemolytic Staphylococcus 
aureus. Tube dilution and agar diffusion methods were 
used. Additive antibacterial effect was frequent, but 
synergism was rare. 

The most active bacteriostatic drugs were eryth- 
romycin and Sigmamycin (67 per cent tetracycline and 
33 per cent oleandomycin), the latter being more active 
than either of its two components. Oleandomycin- 
penicillin mixtures were slightly more active than 
oleandomycin alone, and much more active than peni- 
cillin G alone against these predominantly penicillin- 
resistant strains. 

Tests of bacteriocidal action showed erythromycin 
the most active drug and oleandomycin the least active. 
Cross-resistance between erythromycin and oleando- 
mycin was common with erythromycin-resistant 
organisms, but the reverse was rare. 

Additive potentiation of the bacteriostatic activity 
of oleandomycin was provided by many drugs. Potenti- 
ation of bacteriocidal effects was rare with neomycin. 
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Tetracycline often enhanced bacteriostasis but was !ess 
effective in increasing bacteriocidal action. 

There were no instances of true synergism of anti- 
bacterial effects. With certain strains, there was 
definite antagonism of bacteriocidal activity with cer- 
tain drug combinations. Antagonism of bacteriostasis 
was rare. (J. Lab. & Clin. Med., 53:364, 1959.) 


Transaminases in Liver Disease 


ZELMAN AND WANG STuDIED the relationships of blood 
levels of glutamic-oxaloacetic transaminase and glu- 
tamic-pyruvic transaminase to the extent of necrosis 
of the liver cells as estimated histologically in biopsy 
specimens. There was good correlation. The greater 
the liver cell necrosis, the higher the transaminase 
levels in the blood, and vice versa. 

Tissue levels of the transaminases also were deter- 
mined in biopsies. Here, as might have been ‘expected, 
there was an inverse relationship of tissue transaminase 
levels to the degree of necrosis of liver cells. 

The authors concluded that their findings confirm 
the reliability of serum transaminases as an index of 
necrosis in the diseased liver, and also lend confidence 
to the appraisal of histologic evidences of liver cell 
necrosis in needle biopsy specimens. (Am. J. M. Sc., 
237 :323, 1959.) 


Chlorpromazine-Induced Susceptibility to Infection 


Ir HAS BEEN REPORTED that infections are numerically 
among the most frequently encountered complicating 
factors in the institutional use of chlorpromazine. Ob- 
servers of that fact have been disinclined to consider 
that the increased susceptibility to infections is a 
specific effect of the drug. In an experimental approach 
to the problem, Grosz and Norton assayed the influ- 
ence of chlorpromazine upon the survival of mice in- 
fected with Salmonella enteritidis. 

The results of the experiment indicated that 
chlorpromazine had an adverse effect upon the re- 
sistance of the animals to the infection. The larger the 
dose of the drug, the more obvious that influence. The 
mice on chlorpromazine medication showed an earlier 
onset and a more prolonged bacteremia than the non- 
medicated animals. 

The authors speculated that chlorpromazine may 
have an influence upon the immune response of the 
organism. That thought is supported to some extent 
by the report of another study in which the titer of 
antibodies to a hemolytic streptococcus was found to 
be significantly lower in patients on chlorpromazine 
medication than in a comparable nontranquilized 


group of patients. (Science, 129:784, 1959.) 
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Pancreatic Action of Sulfonylureas 


ALTHOUGH NOW WIDELY EMPLOYED for the treatment of 
certain types of diabetics, the mechanisms of action of 
the sulfonylureas on carbohydrate metabolism have not 
been elucidated. Colwell and Colwell have provided 
direct experimental evidence regarding the site of 
action of these drugs, using perfusions of solutions of 
tolbutamide and carbutamide into the blood vessels 
supplying the pancreas and liver in dogs. 

Perfusion of the pancreas via its arterial circulation 
with a small amount of tolbutamide (7 mg. per kg. 
body weight) in the anesthetized dog caused moderate 
hypoglycemia. Little or no effect was obtained when 
the same amount was perfused into a femoral vein or 
hepatic artery. Further, there was no hypoglycemia 
but when carbutamide was injected into the portal 
vein. Ligation of the pancreatic ducts failed to prevent 
the hypoglycemic response to pancreatic artery in- 
jections. These data support the idea that the sul- 
fonylureas cause hypoglycemia by stimulating the beta 
cells of the islets of Langerhans to release insulin. (J. 
Lab. & Clin. Med., 53:376, 1959.) 


Intimal Hemorrhage in the Aorta 


Mus, MorratT AND PATERSON are proponents of the 
theory that intimal hemorrhage is an initiating lesion 
in coronary thrombosis and an accglerating factor in 
atherosclerosis. It seemed reasonable that the ‘capil- 
laries of arterial walls are more likely to rupture at 
high pressures, and that intimal hemorrhages would 
therefore be more common in hypertension. 

A method was developed in which segments of 
arterial walls can be “cleared.” Transparent sheets of 
vessel wall can then be examined for capillary struc- 
ture and incidence and size of intimal hemorrhages. 
Thoracic aortas from 50 consecutive autopsies on male 
patients were examined in this manner. 

There were 28 normotensive patients and 22 hyper- 
tensives in the series. All of the hypertensives had 
intimal hemorrhages in the aorta. Fifteen of the 28 
normotensives had intimal hemorrhages. Summaries 
of some of the other comparisons are shown in the 
graphs at the right. When all the data from this study 
were subjected to rigorous statistical analysis, signifi- 
cant relationships were demonstrated between (1) hy- 
pertension and the number of intimal hemorrhages, (2) 
hypertension and the extent of atherosclerosis and (3) 
the number of intimal hemorrhages and the extent of 
atherosclerosis. These results suggest that hyperten- 
sion leads to intimal hemorrhage, and that intimal 
hemorrhage accelerates the atherosclerotic process. 


(Lab. Invest., 7 :606, 1958.) 
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Sequels of Gastrectomy 


TWO OF THE MOST TROUBLESOME postgastrectomy com- 
plications are the dumping syndrome and the malab- 
sorption syndrome. The dumping syndrome consists 
of nausea, fullness, sweating, weakness and tachy- 
cardia occurring soon after eating, followed by a some- 
what later phase of sweating and tachycardia. Early 
dumping symptoms are believed to result from the 
rapid entrance into the jejunum ‘of hyperosmotic 
material in the diet. This draws fluid from the extra- 
cellular space into the intestinal lumen. The plasma 
volume is acutely reduced and symptoms result. In 
addition, there is rapid absorption of carbohydrate 
resulting in hyperglycemia, which is followed in a few 
hours by hypoglycemia. The hypoglycemia is con- 
sidered the cause of the late dumping symptoms. 

The postgastrectomy malabsorption syndrome with 
steatorrhea and weight loss is less well understood. It 
was theorized by Wirts, Goldstein and Wise that the 
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Chart showing comparison of the number of intimal hemorrhages 
found per 100 cm? in normotensive versus hypertensive patients. 


per cent of seamen 


por 100 Cat? 


Chart that compares the number of intimal hemorrhages in the 
aorta with the extent of atherosclerotic involve ment. 
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afferent limb of a gastrojejunostomy might represent a 
favorable site for bacterial growth, and this growth 
might interfere with fat absorption. A similar mechan- 
ism had been proposed for other situations under the 
term “blind loop syndrome.” The possibility was in- 
vestigated in a small group of patients with a Billroth- 
II subtotal gastrectomy. The afferent limb of the 
gastrojejunostomy was intubated and studied for 
bacterial growth. At the same time, fat absorption was 
studied by the*use of radioactive-labeled triolein. 
When control values had been established for each 
patient, tetracycline was given in 250-mg. doses four 
times daily, and after five days the studies were re- 
peated. 

In four of five patients, fat absorption increased 
markedly after tetracycline administration. The heavy 
growth of bacteria found in pretreatment aspirates in 
two patients studied bacteriologically was greatly 
reduced or absent following treatment. The study does 
not elucidate the mechanism by which bacterial growth 
interferes with fat absorption, but it does suggest a 
possible mode of therapy. (Am. J. Gastroenterol., 
31:250, 1959.) 


Antibody Formation in the Newborn Infant 


Bripces, Conpiz, ZAK AND have conducted an 
extensive study of the development of immunologic 
processes in the neonatal period. While newborn 
mammals are known to be poor antibody producers, 
the extent of this defect and its morphologic and 
physiologic bases have never been precisely defined. 

In the first phase of this investigation, detailed 
studies were made of a normal child born to a woman 
with acquired agammaglobulinemia. During the neona- 
tal period, electrephoretic patterns of both the mother 
and the baby lacked a gamma globulin peak. Plasma 
cells were absent from the bone marrow of both the 
mother and the baby. During the first two months of 
extrauterine life, weekly injections of typhoid-para- 
typhoid antigens did not result in the development of 
a demonstrable amount of circulating antibody. The 
baby’s serum gamma globulin level remained at or be- 
low 11 mg. per 100 ml. during the first month, rising 
on the forty-second day to 115 mg. per 100 ml. Follow- 
ing this initial rise, the serum gamma globulin level 
rose rapidly to levels normally observed in the first 
year of life. 

On the second day of life, a lymph node biopsy was 
devoid of plasma cells. At 3 months of age, another 
biopsy showed a morphologic appearance similar to 
adult lymph node tissue, with primary and secondary 
nodules, and plasma cells scattered through the med- 
ullary cords. At this age—3 months—circulating ag- 
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glutinins against the antigens of the typhoid-paraty- 
phoid vaccine were present. 

The observations made on this child prompted these 
authors to investigate the occurrence of plasma cells in 
the bone marrow of normal newborn infants, the de- 
velopment of plasma cells in the lamina propria of the 
human intestine, and the occurrence of plasma cells 
following antigenic stimulation during the neonatal 
period in the rabbit. 

Bone marrow biopsies from 20 normal infants during 
the first week of life showed that plasma cells are nor- 
mally absent from the marrow during this period. No 
area of the child’s body contains large numbers of 
plasma cells as regularly as the lamina propria of the 
ileum and appendix. 

From a series of consecutive post-mortem examina- 
tions, specimens were graded for this feature by a con- 
trolled method of evaluation. Plasma cells first appeared 
at these sites between the fourth and sixth weeks of 
life. 

In the rabbit studies, even the most intense antigenic 
stimulation did not cause plasmacytosis prior to the 
age of 16 days. 

It is evident from these studies that the newborn is 
incapable of the synthesis of circulating antibody. 
Further, the cells that are believed to be responsible for 
antibody synthesis are not present. Morphologically 
and immunologically, the newborn and the patient with 
agammaglobulinemia are indistinguishable. It is sug- 
gested that congenital agammaglobulinemia represents 
indefinite persistence of this normal immunologic null 
period that is present in all infants in the first several 
weeks of extrauterine life. (J. Lab. e& Clin. Med., 53: 
331, 1959.) 


Calcification of Heart Valves 


THE DEVELOPMENT OF CARDIAC SURGERY has made the 
preoperative identification of valvular calcification an 
important matter. Davies and Bucky have compared 
fluoroscopy and tomography in the same patients as 
diagnostic methods for this purpose. The presence of 
calcium in the aortic or mitral valves was correctly 
indicated by tomography more often than by fluor- 
oscopy, the latter being roughly 75 per cent as good 
as the former. 

Once calcium was seen, its location was diagnosed by 
the shape of the calcification as seen on tomography, 
and the dancing movement of the valves as seen on 
fluoroscopy. 

Tomographic localization was found preferable. A 
final advantage to tomography is the production of a 
permanent record that may be studied at leisure. (Bri. 


Heart J., 21:17, 1959.) 
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Treatment of Acute Cholecystitis 


HoERR AND HIS COLLEAGUES marshal the arguments in 
favor of prompt cholecystectomy as the therapeutic 
aim in cases of acute cholecystitis. This disease nearly 
always begins as the result of the mechanical action of 
gallstones—obstruction of the cystic duct or erosion of 
gallbladder mucosa. Removal of the gallbladder and 
its contained stones effects a cure. Delay in operation 
is not justified— may do more harm than good even in 
cases in which the patient seems “too sick for surgery.” 

In spite of these attitudes, an analysis of 67 cases of 
acute cholecystitis— cases managed under the policy 
of “prompt” surgery—indicated that there is often 
some delay between onset of symptoms and operation 
(see Figures 1 and 2 at the right). 

Of the 67 patients, 61 were treated by primary 
cholecystectomy. The remaining six patients under- 
went cholecystostomy, this simpler operation usually 
being done because the patient had a coexistent con- 
stitutional infirmity or disease. There was one post- 
operative death in each group, seemingly unrelated to 
the fact of operation. (Cleveland Clin. Quart., 24:242, 
1958.) 


Dysphagia 


HyperTropHic changes of the cervical spine occur 
frequently in people 50 years of age or older. These 
changes may cause some degree of discomfort or 
mild pain with change in position of the head and 
neck. Unusually these changes may be so large as to 
cause pain and difficulty in swallowing. 

Recently, Beahrs and Schmidt have treated two 
patients with this condition by surgical excision of 
the bony spur causing the trouble. (Ann. Surg., 
149:297, 1959.) 


Treatment of Malignant Testicular Tumors 


Host AND STOKRE HAVE REVIEWED the management of 
300 patients with malignant testicular tumors. These 
patients were treated at the Norwegian Radium 
Hospital during the years 1932 to 1953. This series 
may be divided into the following groups: seminomas ; 
embryonal carcinomas, teratomas and chondrocarci- 
nomas. 

The average age of the patients was 37 years; the 
youngest patient was 6 months of age and the oldest 
73 years. The average age for the patients with semi- 
noma was 38 years, while for those with embryonal 
carcinoma and teratoma, it was 33 years. 

The five-year survival rate in the total series for 
the entire period was 58.3 per cent. For all patients 


GP june 1959 


Figure 1. Acute cholecystitis. Lapse of time from onset of symptoms 
until hospitalization. 


Within 1 day 


1 day 


2 days 


3 days 


4 days 


More than 5 days 


Figure 2. Acute cholecystitis. Lapse of time from hospitalization until 
surgical operation. 


without metastases during the primary treatment the 
five-year survival rate for the entire period was 69.3 
per cent. 

The treatment recommended for testicular tumors 
is orchidectomy followed by x-irradiation or orchidec- 
tomy and radical node dissection supplemented by 
postoperative x-ray treatment. The experience of this 
series suggests that the most rational treatment for 
seminomas is orchidectomy followed by prophylactic 
x-irradiation. For seminomas, a tumor dose of 3,500 
to 4,000 r should be applied. Preferably high voltage 
treatment should be employed because of the favorable 
distribution of the doses produced. (Cancer, 12:323, 
1959.) 
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An Improved Method of Venography 


A SATISFACTORY METHOD of venography should permit 
filling of the necessary veins without layering and 
should produce good contrast in the roentgenograms. 
The contrast media should be innocuous to the patient 
and easy to administer. A continuous intravenous 
infusion of a dilute solution of a contrast medium will 
fulfill these criteria. The solution is administered 
over a long period of time so that anterior posterior, 
lateral and stereoscopic views can be made if necessary. 

Godfrey, Miller and Ginsberg have used 14 per cent 
Urokon in saline for this. A total volume of about 
200 cc. is used. The solution is injected in the distal 
portion of the vein. About 100 cc. is injected swiftly, 
and then the infusion is slowed to about 120 drops per 
minute using a standard intravenous drip. The x-rays 
are taken at this time. (Surg., Gynec. Obst., 108 :375, 
1959.) 


Mesenteric Vascular Occlusion 


THE LITERATURE dealing with the diagnosis and treat- 
ment of mesenteric vascular occlusion is largely in 
agreement; resection is the treatment of choice. The 
mortality is high; the mortality with expectant treat- 
ment approaches 100 per cent. 

No such agreement exists regarding the underlying 


causes of the disorder. DeMuth, Fitts and Patterson 
have evaluated the states with which this disorder 
has commonly been associated. 

Arteriosclerosis is commonly said to be related to 
the onset of mesenteric occlusion. Arteriosclerotic 
plaques are relatively frequent and sometimes extreme 
in the trunk of the artery. The peripheral branches 
are rarely affected, and the smallest branches within 
the intestines almost never. The inferior mesenteric 
artery is less often involved than the superior mesen- 
teric artery. Actual occlusion from extension of plaques 
is rare, a dislodgement of mural thrombi in arterio- 
sclerotic coronary artery disease or of an atheromatous 
plaque, with the embolus causing the occlusion, is 
more frequent. These emboli and emboli developing 
from bacterial endocarditis or atrial fibrillation are 
among the most frequent causes of mesenteric vascu- 
lar occlusion. 

_ Other frequent causes of this condition are portal 
obstruction in cirrhosis of the liver and in other 
conditions, and idiopathic venous occlusion. 

Periarteritis nodosa, migrating thrombophlebitis 
and intraperitoneal sepsis are known to cause this 
condition less frequently. Rare causes include throm- 
boangitis obliterans and syphilis. Still other causes, 
known to be of etiologic significance but in which 
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the relationship is not clear, include abdominal opera- 
tion (the postsplenectomy state in particular) and 
blood disorders. (Internat. Abstr. Surg., 108:209, 1959.) 


Gangrene of the Extremities 


In THE Past 35 years, Samuels has treated over 700 
cases of arteriosclerotic gangrene of the extremities in 
aged patients. The most important cause has been 
infection particularly in patients who also have dia- 
betes. A direct attack upon the infection both topically 
and systemically has proved best in controlling the 
gangrene. After the gangrenous process has demar- 
cated, the next step in treatment is removal of the 
gangrenous tissue. 

The best treatment Samuels has found in the stage 
of treatment when the area of gangrene is beginning 
to slough has been an iodine derivative of chlor- 
hydroxyquinoline, especially combined with the anti- 
inflammatory effect of hydrocortisone (Vioform-Hydro- 
cortisone Cream). 

This cream is applied to the granulating areas, spread 
thinly on gauze. The dressing is changed once daily 
and the area irrigated with hydrogen peroxide to re- 
move superficial debris. It should be emphasized that 
this preparation should be used only after the gross 
infection is under control and the slough is clear- 
ing. A major amputation in this disease is rarely nec- 
essary. (Angiology, 10:57, 1959.) 


High Altitude Tolerance and Myocardial Infarcts 


Ir IS GENERALLY ASSUMED that persons with myocardial 
infarcts are less able to withstand hypoxia, and should 
avoid high altitudes and flying in unpressurized air- 
craft. Maling and Highman tested this notion by ex- 
posing normal dogs, sham-operated dogs, and dogs 
with large myocardial infarcts to simulated altitudes of 
over 34,000 feet for three to three and one-half hours. 

Three or more days after production of a large an- 
terior wall infarction by coronary artery ligation, there 
was little if any reduction in tolerance to this altitude 
test. Animals with two-day infarcts showed a con- 
siderably reduced tolerance. During the test, respira- 
tory and heart rates were markedly increased in all 
dogs, but ectopic ventricular beats were more common 
among those with infarcts. Gross and histologic ap- 
pearances of the lesions did not appear to be altered by 
high altitude. 

These authors suggest that flight restrictions placed 
on patients after myocardial infarction should be re- 
appraised, since these experimental findings indicate 
that there is little reduction in tolerance to high alti- 
tudes. (Am. J. Physiol., 196:507, 1959.) 
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Favism 


FavISM IS CHARACTERIZED by acute hemolytic anemia, 
hematuria and jaundice. It is produced by ingestion 
of the broad bean (Vicia fava) or by inhalation of its 
pollen. Known in Europe for centuries, the first of 
many cases in this country was reported in 1933. 

Kantor and Arbesman review some of the immuno- 
logic studies in connection with favism and report 
their own studies on the sera of six patients with the 
disease. First, these authors studied immune antifava 
rabbit serum, where they found hemagglutinins in high 
titers. No such antibody was present in normal rabbit 
serum or normal human serum. These circulating anti- 
bodies were highly specific. 

In the serum of one patient with untreated favism, a 
substance was present that caused agglutination speci- 
fically of human erythrocytes exposed to fava bean ex- 
tract. Patients with favism who had been treated with 
blood transfusions and recovered failed to show this 
type of antibody. 

These findings tend to support the immunologic 
etiology of favism, as opposed to a more directly in- 
duced hemolytic process similar to some drug hemo- 
lytic anemias. (J. Allergy, 30:114, 1959.) 


Growth Suppression Due to Corticosteroids 


Van METRE AND PINKERTON HAVE STUDIED the growth 
of children with severe chronic bronchial asthma who 
received prolonged corticosteroid therapy. Thirteen 
asthmatic children received prednisone, prednisolone 
or methylprednisolone continuously for six months or 
longer. They were compared with 52 asthmatic children 
who received no corticosteroid therapy. 

Before the onset of corticosteroid therapy, linear 
growth rates were essentially normal. During therapy, 
growth retardation became evident when the average 
dose of these drugs for a six-month or longer period 
of observation exceeded 5.0 mg. per square meter of 
body surface per day. The degree of growth retardation 
was roughly proportional to steroid dosage. 

The authors emphasize that children exhibiting 
growth retardation were well nourished and even obese. 
That growth retardation was not due to chronic asthma 
and inanition is evident from normal pretreatment 
growth and from the normal records of the 52 children 
not treated with steroids. 

The authors recommend careful evaluation of the 
growth of children receiving prolonged steroid therapy. 
Dosages should be reduced below growth-suppressing 
levels often, to permit recovery of any growth lost. 
This must be done before the age of closure of skeletal 
epiphyses. (J. Allergy, 30:103, 1959.) 
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Prednisolone in Treatment of Epicondylitis 


EPICONDYLITIS OF THE HUMERUS (tennis elbow) is often 
misdiagnosed and mistreated. The cause of this condi- 
tion is unknown, although direct trauma, repeated 
shearing movements of the upper extremity, etc., are 
often described as etiologic factors. The pathology is 
of two types: The more frequent involves the common 
extensor tendon of the forearm at its origin on the 
lateral epicondyle of the humerus. The other involves 
structures with a synovial lining—either radiohumeral 
synovitis or radiohumeral bursitis. 

The most constant finding in tennis elbow is a small 
localized tender spot adjacent to the lateral epicondyle 
or centered in the groove between the humerus and 
radius. Confirmatory tests would include increased 
pain over the site of the lesion when with the elbow 
in extension, the wrist is dorsiflexed against resistance 
or when the forearm is supinated with the elbow 
extended. Lamphier and his associates have injected 1 
to 1.5 cc. of prednisolone after injection of a local 
anesthetic into the affected area. This treatment has 
been tried in 391 patients. All but 21 received relief of 
their symptoms by this method, although more than 
one injection was needed in many patients. (Arch. 
Surg., 78:492, 1959.) 


Detection of Carcinoma of Cervix 


Soute and Dahlin report that during the ten-year 
period of 1948 through 1957, 678 preclinical carci- 
nomas of the cervix were discovered on initial cervical 
smears of 90,257 women. Among 14,440 repeat smears, 
only 27 preclinical carcinomas were found. The authors 
consider that the fourfold decrease in the pickup rate 
in the repeat-smear group points up the value of a 
screening program (see the diagram below). (Proc. Staff 
Meet., Mayo Clin., 34:1, 1959.) 


Rate per 1,000 cases 


Rates of discovery of preclinical carcinoma in 90,257 
initial cervical smears and 14,440 repeat smears 
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Topical Ocular Therapy 


TASSMAN DISCUSSES THREE CATEGORIES of topical agents 
for the treatment of eye disease—antibiotics, local 
anesthetics and adrenal cortical steroids. Antibiotics 
are indicated chiefly in the treatment of acute bacterial 
endocarditis. Unfortunately, conjunctival infection is 
simulated by other conditions, notably allergy, acute 
glaucoma and iritis. 

The latter disorders do not respond to antibiotics, 
and if what appears to be a conjunctival infection fails 
to subside after a couple of days of adequate therapy 
with an antibiotic, the chances are that there was a 
mistake in diagnosis. . 

For local application of antibiotic and chemo- 
therapeutic agents, Tassman strongly advocates drops 
rather than ointments. In that connection, he urges 
that, for full effect, drops should be instilled at hourly 
intervals or even more often. 

Tassman recommends that such therapy should be 
continued for at least three days after the conjunctival 
infection appears to have subsided. Of all the topical 
antibiotic and chemotherapeutic agents available, chlor- 
amphenicol has the widest spectrum of antibacterial 
activity. Moreover, it readily penetrates the cornea, 
thereby enhancing its value in various forms of keratitis 
and intraocular infections. Antibiotics are valuable also 
for the prevention of infection after injury to the 
cornea. 

Local anesthetics should be used sparingly in eye 
diseases. For example, tetracaine hydrochloride is 
useful when a foreign body is to be removed. However, 
the anesthetic should not be used afterward because 
it impedes corneal healing. Pain can be relieved by 
systemic administration of an analgesic agent. 

When the cornea is irritated, the pupil tends to be 
constricted. This should be overcome by local in- 
stillation of 2 per cent solution of homatropine hydro- 
bromide or 0.2 per cent solution of scopolamine 
hydrobromide. 

Steroid hormones have been used topically in a 
variety of eye diseases. They are rarely indicated— 
are definitely contraindicated in all corneal abrasions, 
corneal ulcers, keratitis, fungus infections, where 
foreign bodies are present, and especially in any 
ocular condition where there is an element of doubt 


as to its cause. (Armed Forces Med. J., 10:161, 1959.) 


Treatment of Cardiac Arrest 


McGrecor AND NEWTON REPORT their experience with 
attempts at resuscitation in five patients who developed 
cardiac arrest secondary to myocardial infarction. Re- 
suscitation was successful in two of the patients. One 
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of them is still living and doing well except for moder- 
ate angina pectoris. 

The second patient died about an hour after success- 
ful resuscitation—died as a result of central nervous 
system damage that had probably resulted from un- 
necessary delay before cardiac resuscitation was insti- 
tuted. In view of the high incidence of deaths from 
cardiac arrest following myocardial infarction, the 
authors indicate that physicians should be alert to the 
need for attempts at resuscitation. The authors list the 
following criteria as guides in selecting patients for . 
this procedure. 

1. To be amenable to emergency resuscitation pro- 
cedures, the catastrophe of ventricular fibrillation must 
occur to the patient in a hospital environment. It 
seems unreasonable to attempt such extreme measures 
in the street or in the home. 

2. The physical findings indicating cardiac arrest 
(apnea, absent arterial pulsations, cyanosis, coma and 
convulsions) should occur in an appropriate clinical 
context. That is to say, there should be an antecedent 
myocardial infarction, cardiac arrhythmia, electro- 
cution accident, or other similar clinical setting wherein 
cardiac arrest is known to be a complication. 

3. The time of onset of the cardiac arrest must be 
known with approximate accuracy. The time interval 
from cardiac arrest to successful resuscitation is be- 
lieved to be less than four minutes. It, therefore, would 
seem futile to attempt resuscitation on patients who 
have had ventricular fibrillation for a greater length 
of time. It is probably best to err on the side of at- 
tempting the resuscitation should the time interval 
appear questionable. 

4. At least two persons must be available to perform 
the resuscitative procedure. One person probably 
should be a physician and should perform the thora- 
cotomy and cardiac compression. The second person 
must be able to establish a patent airway and ad- 
minister artificial respiration. 

5. A surgeon-anesthetist team should be available 
within one hour. Cardiac compression itself produces 
myocardial damage, and when continued for more 
than one hour usually precludes defibrillation. The 
hypoxia of the central nervous system and the myo- 
cardium are only partially corrected by cardiac com- 
pression and artificial respiration and the amount of 
damage to both structures becomes excessive after 
this time. 

6. The prior clinical condition of the patient must 
be evaluated. The presence of multiple previous myo- 
cardial infarctions, the presence of severe systemic 
disease, and the age of the patient must all be con- 
sidered in the decision to attempt cardiac resuscita- 
tion. (Armed Forces Med. J., 10:125, 1959.) 
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Thyroid Heart Disease 


BERTEAU AND HER COLLEAGUES studied the incidence of 
cardiac complications of hyperthyroidism, their corre- 
lation with serum iodine levels, and the effect of con- 
trol of thyrotoxicosis on cardiac complications. 

These authors first emphasize the distinct differen- 
ces between nodular goiter (toxic and nontoxic) and 
the diffuse goiter of Graves’ disease. Patients with 
toxic nodular goiters usually are elderly and have had 
the goiter for a long time. The onset of the hyper- 
thyroid state is usually insidious, and overt signs of 
hypermetabolism are frequently minimal. Exophthal- 
mos is not present, emotional factors seldom precipi- 
tate the disease, the neuromuscular overactivity and 
myopathy of Graves’ disease are not seen, and the 
thyrotoxicosis responds less readily to antithyroid 
medication. 

Four groups of patients were studied: toxic nodular 
goiter (70), nontoxic nodular goiter (112), Graves’ 
disease (51) and a control group without thyroid 
disease (100). The patients with Graves’ disease were 
much younger (average age, 38 years) than those with 
nodular goiter (average age, 65 years). All patients 
had serum precipitable iodine (SPI) determinations. 

Results of analysis of the incidence of arrhythmia 
(mostly atrial fibrillation) are given in the diagram at 
the right. Fibrillation is seen to be uncommon among the 
patients with Graves’ disease, but frequent among the 
patients with toxic nodular goiter. Even in the presence 
of sinus rhythm, the diagnosis of organic heart disease 
and heart failure was much more common in the pa- 
tients with toxic nodular goiter than in those with 
nontoxic goiter or Graves’ disease. 

From the above data it is possible to conclude that, 
while hyperthyroidism from any cause will exert a 
deleterious influence on the heart, these effects are 
not apparent in younger persons who are freer of the 
consequences of aging (atherosclerosis and hyper- 
tension). This conclusion is valid only insofar as no 
qualitative difference has yet been reported in the 
nature of the increased circulating hormone in these 
diseases. In the present studies of SPI levels, no 
quantitative differences were detected among patients 
with and without atrial fibrillation. 

With adequate treatment of thyrotoxicosis among 
patients with nodular goiter, spontaneous return to 
sinus rhythm was observed in only six of 25 patients 
with arrhythmias. This supports the contention that, 
while hyperthyroidism appears to precipitate arrhyth- 
mias, older age and associated organic heart disease 
are fundamentally more important in their develop- 
ment and account for the infrequency of their disap- 
pearance. (J. Lab. e Clin. Med., 52:687, 1958.) 
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Incidence of arryhthmia (chiefly atrial fibrillation) in patients with 
nodular goiters and Graves’ disease. 


Follow-up on Patients with Arterial Homografts 


ScoTT AND HIS associates have followed 40 patients 
with arteriosclerotic aneurysms of the abdominal 
aorta. Each had been treated by resection of the 
aneurysm and implantation of a freeze-dried homo- 
graft. These homografts were sterilized by ethylene 
oxide. All patients have been followed from one to 
four years. The ages ranged from 37 to 81 years; the 
average was 66 years. There were two women and 38 
men. 

There were eight hospital deaths. Of the 32 others, 
six were restricted by other disease processes but the 
results of grafting were good in all. Five patients have 
since died; none of these deaths were related to the 
abdominal aneurysm or its treatment. Autopsies were 
obtained in four of these late deaths and the grafts 
were found to be patent without evidence of aneu- 
rysmal change, thrombosis, infection or cicatricial 
stenosis at suture lines. The living patients show no 
evidence of graft complications. 

The authors believe that this study indicates that 
freeze-dried homografts are excellent aortic substitutes. 
These grafts have certain disadvantages. The available 
sources of supply are limited. Maintenance of exacting 
standards in processing and preservation of the homo- 
grafts is constantly required; the graft is frequently of 
insufficient diameter for proper anastomosis to the 
host aorta in a patient with aneurysmal disease. For 
these reasons, synthetic prostheses have largely re- 
placed homografts in recent years. However, pro- 
longed observation of the behavior of both homografts 
and synthetic prostheses as aortic substitutes will be 
required before a conclusive evaluation can be made. 
(Surgery, 45 :445, 1959.) 
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Reconstruction After Loss of Lower Jaw and Hyoid 


LarGE CANCERS of the head and neck present particu- 
larly formidable problems in two locations. One of 
these areas in the base of the tongue, where large 
neoplasms are difficult to remove without sacrifice 
of the essential blood supply to both sides of the 
tongue. This usually results in total glossectomy and 
must often be followed by removal of the larynx, even 
though this important structure be entirely free of 
tumor. 

A second troublesome tumor is one that involves 
the symphysis of the mandible and related muscles 

supporting the hyoid bone, larynx and tongue. Re- 
~ moval of this important functional unit may leave the 
patient unable to breathe by way of the larynx and 
unable to swallow without aspiration. 

As long as excision offers the first line of attack 
against head and neck cancer, surgeons will be chal- 
lenged to find ways of limiting the deformity to that 
necessary in the actual removal of the tumor. 

Edgerton and McKee have tabulated functional 
disabilities in breathing and deglutition that may 
follow operations for cancer in these areas in absence 
of actual involvement by tumor as follows: 

1. Damage to the internal laryngeal nerve. This 
removes the “watch dog of the larynx” and aspiration 
with pneumonia may appear postoperatively. These 
nerves run just under the mucosa and almost in con- 
tact with the inferior border of the hyoid bone. 

2. If enough of the muscular and ligamentous sup- 
ports to the larynx are cut, this structure may sag in 
the postoperative period and produce a traction palsy 
of the internal laryngeal nerves and laryngeal obstruc- 
tion, or the angulation may produce esophageal ob- 
struction. 

3. Motor nerves to the vocal cords may be injured. 
Any injury to these nerves is magnified if also a partial 
or total glossectomy or removal of the epiglottis is 
necessary. 

4. Normal sensation may be present but the re- 
maining muscle elevation may be too weak to allow 
normal deglutition. 

In reconstruction of this area, a “skin sling” support 
can do much to prevent malposition of the larynx and 
its inherent functional difficulties. Mucous membrane 
closure is of little importance in support of the larynx. 
If the stylohyoid ligaments and the styloglossus and 
glossopharyngeus muscles can be preserved with an 
added “skin sling,” the patient can have almost 
normal speech, breathing and swallowing. The skin 
sling can be made by utilizing a bipedicle flap from the 
forehead nourished by the temporal arteries and swung 
down like the visor of a helmet. If all lateral and medial 
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supports of the hyoid are gone, in addition to the 
skin sling, forward support by steel wire suspension 
or bone and bar units will be needed to hold the larynx 
forward and semielevated. (Arch. Surg., 78:425, 1959.) 


Primary Closure of a Pilonidal Sinus 


TuRNER AND O’NeEIL have treated 125 patients with 
symptomatic pilonidal sinus with excision and primary 
closure. The lesion with all its ramifications is excised 
en bloc by means of an elliptic incision which is 
carried straight down to the sacrococcygeal fascia. 
Undermining of the subcutaneous tissue is avoided. 
Hemostasis is obtained by means of hot saline packs 
and electrocoagulation. Several ligatures of absorbable 
suture are occasionally needed. Musculofascial flaps 
are then developed in the manner described by Hol- 
man, and then the wound is closed primarily with far 
and near pullout wires of stainless steel (30 gauge). 
These wires are tied over gauze rolls. 

Postoperatively the patient is given clear liquids 
for the first several days followed by a low-residue diet 
and paregoric. The patient is ambulated progressively, 
but is not permitted to sit down until after the wound 
is healed. All sutures are removed on the eighth or 
ninth postoperative day. 

Primary wound healing was obtained in 111 of 
the 125 patients. In the other 14 patients, because of 
either hematoma or infection, it was necessary to 
reopen the wound. These wounds healed in an average 
time of six weeks. (Arch. Surg., 78:398, 1959.) 


Sickle Cell Trait Plus Hereditary Spherocytosis 


Jones AND KLINGBERG REPORT the rare combination of 
sickle cell trait and hereditary spherocytosis in two 
Negro children treated for several years as if they had 
sickle cell anemia alone. Spherocytes do not occur in 
sickle cell trait or anemia. In addition, increased os- 
motic fragility of erythrocytes occurs in spherocytosis 
and not in sickle cell trait or anemia. Further, in these 
patients, hemoglobin electrophoresis revealed SA pat- 
terns. Thus, they had sickle cell trait rather than 
anemia, and the trait alone could not explain their 
episodes of jaundice, anemia and reticulocytosis. 

These authors emphasize the practical importance 
of making these separate diagnoses. Splenectomy elimi- 
nates the manifestations of hereditary spherocytosis 
except the abnormal erythrocyte morphology. In these 
children, splenectomy eliminated all clinical mani- 
festations. (Splenomegaly is a constant feature in 
hereditary spherocytosis, and is also frequent in 
young children who have sickle cell anemia.) (J: 
Pediat., 54:375, 1959.) 
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Detection of Morphine Addiction 


Q. Is there any method of ascertaining a diagnosis of 
opiate addiction in a patient suspected of this affliction 
other than controlled observation in which any pos- 
sible supply of the drug is cut off? I have particular 
reference to the use of Nalline, but have heard of this 
only in a nonscientific discussion. At times, one 
might wonder if a particular patient might be an 
addict. If there is any such method, I would like to 
know about it. 


A. Upon injection of morphine into the addict the 
response is not one of depression, sedation and nar- 
cosis. He does not respond in the usual manner to the 
injection of the drug. The drug addict is generally a 
mendacious individual. Therefore, despite his history 
and possible physical signs, the most reliable diagnosis 
for addiction is the appearance of the withdrawal syn- 
drome upon complete and enforced abstinence. 

The withdrawal syndrome may be induced precipi- 
tously upon the injection of nalorphine. The dose of 
nalorphine required to produce the precipitous oc- 
currence of the withdrawal syndrome is 5 to 10 mg. 
intravenously. The withdrawal syndrome includes, 
among other signs and symptoms, yawning, lacrima- 
tion, rhinorrhea, perspiration, tremors, gooseflesh, 
anorexia and mydriasis. 


Treatment of Cystitis Cystica 


'Q. Please advise if you consider fulguration the treatment 


of choice for cystitis cystica. Is there any alternative 
treatment recommended ? 


A. Cystitis cystica usually occurs in association with 
infection of the urinary tract. Cultures should be taken, 
the organisms tested for sensitivity, and the appro- 
priate antibacterial agent prescribed. 

I many cases, following elimination of the infection, 
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in appropriate fields of therapy and diagnosis. 
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the small cysts will disappear. If after urinary infection 
has been eliminated the cysts are still present, irriga- 
tions with weak solutions of silver nitrate might be 
tried, alternating with instillations of 1 per cent silver 
nitrate. If the cysts still persist after these measures, 
they should be destroyed by light electrocoagulation. 
It is assumed that no obstruction at the vesical orifice 
is present. 


Pulmonary Aspergillosis 


Q. [have a 21-year-old Indian boy with a history of pul- 
monary tuberculosis, inactive now for about three 
years, who has shown cultures of Aspergillus in his 
Sputum on three occasions this fall. I would like to 
have your comment on treatment of this disease. 


A. Before considering therapy for pulmonary asper- 
gillosis, one must be sure of the diagnosis as stated by 
Conant and coworkers. : “The diagnosis of bronchial or 
pulmonary aspergillosis cannot be made without re- 
peated demonstrations of branching hyphae in the spu- 
tum. The demonstration only of spores of cultivation 
of the fungus is not sufficient.” It also is important 
to determine if there is any hypersensitivity (by skin 
testing with vaccine or extract made from the patient’s 
organisms or clinical evidence of allergy). 

The treatment of this disease may be of two types. 
If hypersensitivity exists, the patient should be de- 
sensitized using a vaccine made from the organism 
isolated from the patient. This form of the disease may 
not represent true invasion of tissue by the organism. 
If tissue invasion has occurred, the therapy is not very 
satisfactory. When the disease is localized, surgical 
resection or drainage is the treatment of choice. For 
diffuse disease, one can resort to long-term iodide 
therapy (should be preceded by desensitization). 
There is some recent evidence that Mycostatin by 
aerosol and 2-hydroxystilibamidine may be useful in 
the treatment of this disease. 


147 


> 
5 
t 
; 
of 
yf 
€ 
of | 
10 
id 
in 
18 
se | 
it- | 
un 
Ir 

| 
| 
il- 
ni- 
in 
im | 
(J. 
| 

| 


Pertinent references include (1) Conant, et al.: 
Manual of Clinical Mycology; and (2) Procknow, J. J. 
and Loosli, C. G.: Treatment of the Deep Mycoses: 
Arch. Int. Med., 101: 765-802, 1958. 


Not by Rectum 


Q. Do you have any information about the rectal absorp- 
tion of the various antibiotics ? 1am concerned with the 
vomiting patient who needs antibiotic therapy and 
refuses injections. 


A. Absorption of the various antibiotics by rectum is 
irregular and unpredictable. For this reason, it would 
not be recommended. 


Milk Allergy 


Q. I would like some suggestions concerning desensitiza- 
tion of a 10-month-old baby with a severe milk al- 
lergy. The following is a brief history. The baby is the 
youngest of five children. There is no history of 
allergy in any of the other children, nor in the mother 
or father. 

The first formula consisted of equal parts of 
Similac and water, but because of abdominal disten- 
tion and diarrhea, the infant was changed to 
evaporated milk and finally to Mullsoy. She re- 
sponded well to the latter until the age of 4 months 
when it was decided to try her on whole milk. The 
milk was boiled prior to administration in an attempt 
to denature the protein. In spite of this, the infant 
suddenly vomited, went limp, perspired profusely and 
developed a rapid pulse. Benadryl and adrenalin 
were given immediately, to which she responded. This 
immediate anaphylactic-type reaction was followed 
within an hour by a diarrhea that was intermittent 
for about 36 hours. 

Since that time she has remained on a soybean 
formula and has had no further difficulty as long as 
she abstained from milk or foods that contained milk. 
When on two occasions, however, she was accidentally 
given milk in minute amounts, she had a similar but 
less severe reaction. This baby has no other mani- 
festations of the typical “‘allergic” child, such as 
eczema or asthma. 

I would appreciate any suggestions as to the future 

_ management of this child, as the parents are eager to 
place her on whole milk if this is at all possible. 


A. Since a generalized anaphylactic-type reaction as 
well as symptoms suggestive of gastrointestinal allergy 
developed on several occasions after the ingestion of 


both similac and boiled whole milk, this probably 
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represents a case of casein sensitivity. The lactalbumin 
and lactoglobulin fractions of cow’s milk are to a grea‘ 
extent denatured by evaporation and intense boiling. 
while casein is not. 

Oral hyposensitization to food proteins has in 
general been unsuccessful and is not to be recom- 
mended routinely. On the other hand, infants and 
young children resistant to cow’s milk will in most 
cases develop spontaneous tolerance to milk by 4 years 
of age. This will occur in many instances by the end of 
the first year. 

I would recommend continuing on a cow’s milk 
substitute and at three- to six-month intervals, a trial 
on minute amounts of cow’s milk. I suggest that one 
drop of 1:10 dilution of cow’s milk be used and if no 
reaction ensues in one-half hour, give 1 drop of 
whole cow’s milk. If no reaction occurs, gradually 
increase the quantity of milk over a week’s time. If any 
allergic reaction is noted, then I would discontinue 
all milk products for another three to six months. 


Milky Plasma 


Q. In the work-up of a patient with chronic relapsing 
pancreatitis, it has been noted that the serum has an 
extremely milky appearance. This is so striking that 
it has been difficult to be sure the reports of some 
laboratory tests are accurate. The serum cholesterol is 
386; ceph floc, 1+-, glucose tolerance curve, flat. She 
was diagnosed as hypothyroid seven years ago and has 
been taking 2 gr. of thyroid daily since. BMR and 
PBlare normal. What tests should one do to ascertain 
the cause of the “‘milky’’ serum and what disease 
processes cause this? Could it in any way affect the 
blood clotting mechanism ? 


A. This patient most probably has hyperlipemia, 
rather than hypothyroidism or so-called essential hy- 
percholesteremia. This diagnosis is based on the milky 
appearance of the serum and the occurrence of recur- 
rent pancreatitis. The diagnosis can be verified by an 
analysis of the total blood lipids. 

The blood clotting mechanism is affected by the 
blood lipids. However, the results are not predictable. 

There are reports of satisfactory control of the blood 
lipid level by dietary restriction of fats. It has been 
claimed that complete elimination of fat from breakfast, 
so that the patient goes for 18 hours without fats, may 
result in a control of the elevated blood lipid levels. 

Patients of this sort are being studied intensively at 
the National Heart Institute of the National Institutes of 
Health in Bethesda, Md., and Dr. Daniel Stanberg 
might be of considerable help in the further study and 
management of this patient. 
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Special Features 


The AMA and the Keogh-Simpson Bill 


In view of the importance of the Keogh- Simpson Bill 

to the medical profession as a whole, GP asked the legal 
division of the American Medical Association, under the 
direction of C. Joseph Stetler, to review AMA policy 
regarding tax-deferred retirement income 

funds.— PUBLISHER. 


Tue EFFORTS of the American Medical Association to 
obtain retirement tax equity for physicians under the 
Internal Revenue Code began in 1948 when the House 
of Delegates first endorsed the principle of federal in- 
come tax deferment on funds set aside by physicians 
and other self-employed persons for retirement 
purposes. 

The basis of the inequity complained of by the self- 
employed is Section 165(a) of the Internal Revenue 
Code, which section was enacted by Congress in 1942. 
This section made it possible for employers to estab- 
lish pension programs for their employees and to de- 
duct, as business expenses, the amounts put into these 
pension funds. The amounts set aside in this way and 
the earnings accumulated therefrom are free of income 
taxes to the employee until they are withdrawn or paid 
out in benefits. 

An estimated 24,000 pension plans have been ap- 
proved by the Treasury Department covering more 
than 16 million employed persons. However, one 
group of citizens—the more than 10 million self-em- 
ployed—are still without tax equality in providing for 
their retirement. 

Although several proposals were discussed in 1948, 
it was not until June 7, 1951, that a bill embodying 
the plan was introduced into Congress. Identical bills 
were introduced on that date by Representatives 
Keogh and Reed. Mr. Keogh is a Democrat and Mr. 
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Reed was a Republican. The idea was to offer this 
legislation as a bi-partisan proposal. 

The original Reed-Keogh bills would have allowed 
the self-employed and the pensionless employed to 
defer the payment of income taxes on 10 per cent of 
their annual income, up to a maximum of $7,500. The 
tax would have been paid on the pension benefit when 
received after age 65, presumably at a much lower rate 
because of the decreased amount of income usually 
received in retirement. 

In 1952, the principle of retirement tax equity for 
the self-employed was endorsed by Dwight D. Eisen- 
hower, then a candidate for the Presidency. Mr. Eisen- 
hower stated in no uncertain terms that he believed 
the self-employed should receive equal tax treatment 
for retirement purposes from the federal government. 
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The bills were again introduced in the 83rd, 84th 
and 85th Congress. To meet the objections of the 
Treasury Department, which feared a substantial loss 
in tax revenue, the bills were amended to eliminate 
the pensionless employed and to reduce the maximum 
annual figure on which taxes could be deferred from 
$7,500 to $5,000 and the lifetime maximum from 
$150,000 to $100,000. However, the Jenkins-Keogh 
bills were passed over and were not reported to the 
House in the 84th Congress. 

In 1957, at the suggestion of the American Bar 
Association, several national associations representing 
the self-employed formed the American Thrift As- 
sembly for the purpose of promoting this legislation. 
The American Medical Association was one of the 
charter members of the American Thrift Assembly. 

On July 29, 1958, the House of Representatives 
passed the proposed “Self-Employed Individuals’ Re- 
tirement Act of 1958.”” However, the Senate Finance 
Committee did not have time to consider the bill before 
the adjournment of Congress. On January 7, 1958, 
Representatives Keogh and Simpson introduced the 
same bills (HR 9-10) in the 86th Congress. 


Analysis, HR 9 and 10, 86th Congress 


HR 9 and HR 10, introduced by Representatives 
Simpson (R—Pa.) and Keogh (D—N.Y.), are in- 
tended to provide self-employed persons with an in- 
come tax deduction for limited amounts which they 
set aside for retirement purposes. To qualify as tax 
deductions, these ‘retirement deposits” must be: 

1. Used to purchase a “restricted retirement policy” 
(an annuity or endowment contract underwritten by 
an insurance company) ; or 

2. Deposited into a “restricted retirement fund” (a 
tax-exempt trust fund administered by a bank). 

Amounts set aside in this way and the earnings ac- 
cumulated therefrom will be free from income taxes 
until they are withdrawn or paid out in benefits. The 
taxpayer must start drawing on these funds before he 
reaches the age of 70 and 6 months. 

The maximum amounts which a self-employed tax- 
payer could claim annually as a deduction for retire- 
ment deposits, under the bills, would be limited by 
these rules: 

1. Except as provided in subparagraph 2 below, the 
taxpayer could deduct up to 10 per cent of his net 
earnings from self-employment each year, not exceed- 
ing $2,500. 

2. For the taxpayer who attained age 50 before Jan- 
uary 1, 1959, the annual limit would be increased by 
1/10 for each full year of his age in excess of 50. Thus, 
for an individual age 60 on that date, the limit on his 
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annual deduction would be 20 per cent of self-em- 
ployment income up to a maximum of $5,000. 

3. The lifetime total amount which may be set aside 
tax free (exclusive of the amount which such deposits 
earn) is 20 times the maximum annual deduction al- 
lowable, but no more than a total of $50,000. 

A special limitation is imposed on taxpayers who 
have previously received benefits under an employer’s 
pension, profit-sharing or stock bonus plan. Included 
in such limitation are military pensions and pensions 
established by the United States or any political sub- 
division thereof. Such an individual would have his 
regular lifetime limit (20 times the allowable annual 
deduction) reduced by the number of years he was 
covered by such retirement plan. Thus, an individual 
who was covered under a civil service retirement pro- 
gram for 15 years would be allowed a reduced maxi- 
mum lifetime deduction under the bill of five times his 
annual allowable deduction. No individual would be 
allowed a deduction in any year in which he receives 
a benefit under any of the above pension plans. 

A “self-employed individual” is defined as one who 
is subject to the tax on self-employment income under 
the Social Security Act and doctors and clergymen. 
The fact that a self-employed person receives some 
wages, subject to social security taxes, would not 
necessarily exclude him from eligibility for the 
deduction. 

If the taxpayer dies before he reaches age 70, his 
retirement deposits and accumulated earnings must 
be distributed within five years after death. Payment 
may be made in a lump sum or used to purchase an 
annuity for the taxpayer’s widow. 

The bills restrict the taxpayer from assigning his 
interest in the fund or pledging it as security for a loan. 
However, he can name beneficiaries who may inherit 


his interest if he should die. 


The bills provide that retirement funds may be in- 
vested only in government bonds, mutual fund shares 
and listed corporate stocks and bonds, and that the 
taxpayer will be taxed only when he receives payments 
from the retirement fund or insurance contract. 


Current Congressional Activities 


As stated above, HR 10 was introduced by Con- 
gressman Keogh on January 7, 1959. The bill was 
reported favorably in February by the Ways and Means 
Committee of the House of Representatives. On 
March 16th the bill was considered under suspension 
of the rules and passed by the House. 

It is hoped that the House-passed bill will receive 
early and favorable consideration by the Senate Finance 
Committee. 
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The Five Vital Pressure Points 
Between Pharmaceutical Manufacturers 
and the Public 


EDMUND R. BECKWITH, JR. 


The pharmaceutical industry is at last recognizing 
the fact that it too has a public relations problem. 
Edmund Beckwith, president 

of Crookes-Barnes Laboratories, 

discusses the main points involved.— PUBLISHER 


LAYMEN WHO HOLD PUBLIC OFFICE, who write for news- 
papers, who teach golf at the local driving range, or 
even who operate floating crap games are talking about 
those of us who make and sell pharmaceuticals. If what 
they say is frequently not very pleasant to hear, it’s 
important for us to note that emotion more often than 
knowledge is the basis of the talk and that blast at the 
manufacturer usually mushrooms outward to include 
the hospital, the pharmacist, the. physician, his nurse 
and his answering service. 

It’s curious that pharmaceutical manufacturers find 
themselves in such hot water. Here is an industry 
which this year will sink $190 million into its own re- 
search to outdate its own products. Industry-wide, 
that’s a fat 7 to 8 per cent of every sales dollar—or 
better than half as much as post-tax profits; in the 
case of our company, more than 10 per cent of every 
incoming dollar went to research in 1958. 

Here is an industry with a do-it-yourself posture, 
neither seeking nor receiving subsidies like the whop- 
ping taxpayers’ support of the agricultural and trans- 
portation industries, neither asking nor wanting the 
super-incentive fast write-offs of the petroleum in- 
dustry. 

And more importantly, here is an industry built en- 
tirely upon its reputation for character and integrity, 
for, putting aside all the tight regulatory mechanisms of 
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the government, it is absolutely and totally impossible 
to make money on a phony product. If one wishes to 
be completely cynical, our good character is forced 
upon us because no company with a longterm view can 
ever fool once, let alone twice, enough physicians or 
enough pharmacists to risk anything but the best in 
quality. 

It may be curious that pharmaceutical manufacturers 
are presently swimming in a boiling pot of public criti- 
cism, but it’s a situation without humor. 

Whatever you believe your personal reactions are to 
the public relations problems of the pharmaceutical 
manufacturer, every physician should be concerned 
about what we’re doing for this one very profound 
reason: For 25 years, the public image of business in 
general and business management has been on the 
skids. Literally hundreds of thousands of people make 
their livelihood in careers which, without their realiz- 
ing the consequences, aim at the destruction of public 
confidence in a concept of free competition and indivi- 
dual responsibility. The success or failure of the phar- 
maceutical manufacturers in dealing with public atti- 
tudes is going to influence your life—and the way you 
practice medicine. 

Unfortunately, those of us who make up the ethical 
pharmaceutical industry—for the sake of reference, 
the manufacturers of drugs you prescribe in your prac- 
tice or call for in a hospital—those of us engaged in 
that endeavor are freshmen in the public relations field. 
This is strange, because we are loaded with skilled 
scientists. The industry has superb talent in the areas 
of planning and manufacture. And we have developed 
promotional techniques that are as good as anyone’s. 
Still, we are beginners in public communications; 
we've made false starts; we’ve been slow and clumsy 
at defining our problems and our targets; at times, one 
would think we were simply rolling over for another 
“forty winks” in the hope that a better dream would 
come our way. 

Nevertheless, we are beginning to make progress. 
And before one becomes too discouraged that our 
efforts are so small in comparison to the task at hand, 
let us remember that the world of music exists on a 
base of only eight notes and that Adam and Eve seem 
to have done all right. 


We are beginning to crystallize our problems. 

We are beginning to be more sophistiated. 

We are beginning to relate key facts to public under- 
standing. 

And we are, hundreds of us, at last beginning to be 
willing to stand up in public and put all the facts right 
on the line. 


Our problem revolves around five vital points. 
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The Price of Prescriptions 


Nearly every patient has had the belly-blow of the 
prescription with a $12 price tag. He remembers it. 
He gripes about it. And, it’s plain human to do so. 
But what are the facts? 

1, Only one prescription in 100 costs $10 or more. 

2. The average price is between $2.90 and $3. 

3. Almost 89 per cent are less than $5. 

In actual fact, drugs are not expensive. Moreover, 
the high-cost prescription is usually the result of an 
emergency situation—the problem that 20 years ago 
could have been a mastoidectomy (at $1,000 total cost) 
or lobar pneumonia with odds of only three to one of 
recovery and $1,000 in expenses. Today’s odds are 26 
to one in favor of recovery at a cost of $20 or so for 
medication. 

Our public relations problem, it is evident, is to put 
the inexpensive $12 prescription in its proper context— 
a framework more akin to the bargain basement than 
to the fifth floor salon. 


The Cost and Function of Distribution 


Here is one of our most difficult areas to explain, for, 
unfortunately, the typical man-before-the-TV-screen 
and his fair lady don’t give much thought to what goes 
into that massive cookie display in the supermarket 
or into the three-times-a-week home delivery of their 
individual milk order. Much less do they think about— 
or care about—the reason for the cost of such dis- 
tributive mechanisms. And so it is with drugs. 

But, here is what can be done: On Friday, we can 
ship a new drug from our East and West Coast ware- 
houses. On the same day, the first announcement to 
100,000 physicians can go into the mail. By the time 
any physician in a town of 25,000 reads his mail and 
writes a prescription, any patient can have that drug 
in less than six hours. Within two or three days later, 
any patient, anywhere, can have that drug in hours 
from the time his physician sees him. 

‘Fifty-two thousand drug stores, each with licensed 
professional help, carry up 
to 8,000 drug items. These 
stores operate more hours 
than any class of retail trade 
except Las Vegas bistros. 
They have a slow turn-over 
of inventory because, unlike 
the dress shop or super- 
market, a window sign car- 
rying the slogan 
Topay ON PANCREATIC SuB- 


Edmund R. Beckwith, Jr. stance” will hardly clear 


152 


excess stock and no one is going to be enticed by a 
streamer which heralds ViraMiIns— 
PrIice.”’ 

We’re a peculiar people. While we’re content for 
the supermarket to give heavy facing to its own brand 
of peaches at two cents less than the national brands 
on either side, we'd be up in arms if the corner drug- 
gist were to try his own manufacture of hydrocortisone 
or a private anticholinergic. When you hand your pa- 
tient a prescription, he wants only the best—and that 
means a product carrying the label of an established, 
reputable manufacturer who has paid the cost of na- 
tional distribution. 

Just to be precise, the cookie makers who deal in 
short shelf-life and the need for freshness of taste, turn 
their inventory every two to six weeks (or eight to 25 
times a year) and the cookie retailer turns it even faster. 
A drug store turns pharmaceuticals two and one-half 
to three and one-half times a year and the manufac- 
turer who does better than four turns a year is fortu- 
nate indeed. 

If your patient gave it some thought, he’d probably 
agree that the retail pharmacist who gets more than 
half the prescription price and the wholesaler who 
takes 20 per cent from what’s left both earn their money. 
And he’d probably agree, too, that distribution costs 
are really pretty low in return for the insurance of being 
able to fill your prescription with the identical prepara- 
tion anywhere from Wayne, N. J. to Walla Walla, 
Wash. 


The Source of New Drugs 


Since 1948, more than 3,000 new prescription drug 
items have come onto the market. The pace is picking 
up. For many reasons (most of them are related to the 
conventional practices used in our promotion of new 
drugs to physicians), pharmaceutical manufacturers 
have been reluctant to sound off in public about the 
fact that commercial, competitive research and manu- 
facture have created this flood of ever-improving drugs. 
The only important new drug since 1943 that I can 
think of to come from any source other than commer- 
cial research was Salk vaccine, and that work owes a 
great deal to Lederle Laboratories’ great studies in the 
late thirties and to Dr. Salk’s most important ground- 
work before the National Foundation began to chip in. 

A few weeks ago, however, the federal government 
announced the development of a new pain killer, re- 
lated to morphine, more effective than morphine, but 
on the basis of 200 patients thought not to be addict- 
ing. There are several observations to be made: 

1. It is apparent that our $300 million federal re- 
search program is not aimed solely at basic research 
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and the widening of fundamental knowledge; it is 
aimed, also, at product development. This is no sur- 
prise, for the same Congress which makes the dollars 
available is going to expect concrete, demonstrable 
results. 

2. The announcement which came from a Cabinet 
officer and which hit the front pages across the coun- 
try, radio and TV newscasts, was premature. The drug 
was not in production. At the time, it was not available 
to patients and had been preliminarily tried only in 
injectable form. No telling how many patients who 
need such a drug and their families were stirred up 
with high hope. If an individual pharmaceutical com- 
pany had done this, we’d have been scorched for it. 

3. By licensing the World Health Organization, the 
government has, as many expected it to, converted 
pharmaceuticals into an instrument of the Cold War. 
The survival of our country is more important than the 
survival of this industry. No one should take exception 
to this step, but we should notice the fact that we have 
a completely new set of ground rules. If our govern- 
ment believes this is essential, by all means let’s go 
and let the chips fall where they may, even if some of 
the chips prove to be large ones. 

4, The public can now see what many of us have 
anticipated for some time: that the federal government 
has become the strongest competitor in our industry ; 
strongest because of burgeoning taxpayers’ support of 
research and because of captive clinical facilities. On 
the other hand, the competitive pharmaceutical indus- 
try takes its research funds from today’s sales dollar 
and is inextricably dependent upon the cooperation of 
thousands of independent physicians for the clinical 
evaluation stage of drug research. 

We must face this fact of government as the number- 
one competitor. This is not something that is coming; 
it is here. If commercial, competitive research, manu- 
facture and promotion are to survive, we must accept 
the government as a competitor and do better than 
it can do. 

5. We must find simple sets of comparisons by which 
the public can decide which actually does better, gov- 
ernment or private enterprise, for the fantastic pub- 
licity mechanisms of the government will not permit 
the battle to be equal. 

6. No one knows yet whether this new government 
drug will prove too toxic, whether it will run into the 
host of problems we have come to anticipate with all 
new drugs, or even whether it will be a commercial 
success. It is interesting to speculate that the govern- 
ment may someday learn the hard way—as all of us in 
industry have—that sometimes a magnificent piece of 
laboratory work is an equally notable commercial flop. 

It is curious that the public seems to distrust com- 
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mercial research instinctively. We will herald the in- 
vention of the principle of refrigeration and the gasoline 
engine, but shrug our shoulders at each succeeding 
improvement in engineering. And yet, the refrigerator 
in my own kitchen is far superior to our first post-war 
model and my present automobile is a magic chariot 
compared to a 1936 hotrod of which I have fond recol- 
lection. Why the public has a feeling that men in white 
paid by someone other than industry should be more 
productive, none of us knows. 

The fact is that every important new drug in use 
today, except penicillin and Salk vaccine, owes its ex- 
istence to our commercial system—and in terms of 
actual use, both of those do, too. 

However, the record of the past is now less impor- 
tani than it was a few weeks ago. The 3,000 new drug 
products since 1948 will be forgotten. Only the future 
counts. The public will be asking, “What have you 


done to save me recently?” 


The Problems of Profits 


It is pretty well accepted that neither individual 
families nor individual businesses can match the fed- 
eral government in living off someone else’s means. 
If we don’t make a profit, we have no future and 
neither does our research effort. 

Unfortunately, in the last decade, the ethical phar- 
maceutical industry has been “discovered” by the pro- 
fessional investment community and by the skilled 
promotional media of the investment world. Every 
amateur investor, large or small—or even a potential 
investor—can obtain half a dozen or more regular news 
letters from Wall Street. One doesn’t have to read very 
far to discover that at any given time, a handful of 
pharmaceutical companies are “‘hot.”’ Millions of people 
know what has happened to sales of pharmaceutical 
companies, times-earnings ratios, and the like. Almost 
nobody focuses on the essential truth that for every 
thot” operation, there is usually another which is 
going through a cold front. This is not always true, of 
course, for not every major new product strikes at the 
base of someone else’s business ; but it is often the case 
and there are some good examples in the industry 
today. It goes without saying, almost, that the glamour 
of the Cinderella companies of the moment tend to 
obscure the fact that this is mostly an industry of small 
companies. While some 20 companies do battle at the 
top of the sales ladder, two-thirds of the most respected 
companies sell less than $5 million a year each. 

Some of the professional investors have already be- 
gun to say in public that the bloom is off our industry 
rose and now, with the new vista of government com- 
petition, more careful evaluation of the industry is 
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certainly called for. This will be helpful, for it may 
eventually convince many people that the pharma- 
ceutical business is no primrose lane to easy profits 
and automatic growth. 

More important, however, is the fact that even those 
few companies in our industry who are doing exceed- 
ingly well at any given time are not out of line with other 
industries. For a five-year period, the average profit 
of seven of our most successful companies was 26.2 
per cent before the federal government took its half. 
For the same five years, the average profit of General 
Motors, DuPont, Standard Oil of New Jersey and 
U.S. Steel, each of which by itself exceeds the entire 
pharmaceutical industry in sales volume, was 24.7 per 
cent before taxes. 

Few pharmaceutical companies reap such rewards 
in any given year. There are ups and downs. Most do 
make a profit, but it is not overwhelming in size and 
it must be compared to the 8 per cent of net sales that 
is going back into research. 

Somehow, we’ve got to do a better job of explain- 
ing that profits are literally, in our case, life blood. 
Our research investments—already far greater than 
any other industry’s—are going to continue getting 
larger and they cannot unless we operate in the black. 


The Cost of Promotion 


We are faced with a preset public attitude that 
looks down upon selling and promotion. It is under- 
standable that this moderate skepticism should be even 
more pronounced in connection with the promotion 
of drugs. 

Selling and advertising are forms of education. The 
most important new, lifesaving drug would save no 
one if it weren’t known about. That’s our job, and it is 
inherent in the cost of the finished product, for I doubt 
that any patient would wish a system in which the 
medical care of his family depended upon anything but 
the fastest possible communication means. 


Promotional media can put the physician in touch 
with complete, usable, factual data in a matter of days. 
Despite what one may hear—or some of the unsophis- 
ticated criticism written about them—the promotional 
efforts of our industry are second to none in honesty 
and care of expression. 

Asa result, the patient is closer to the latest in medi- 
cal development because of our promotion; the patient 
gets better care and the latest drug, sooner. 

In terms of the influence of the cost of promotion on 
the cost of a prescription to the patient, it is surpris- 
ingly small. If promotional costs are 20 per cent of a 


’ manufacturer’s net sales, promotion accounts for 


about $0.23 out of the average prescription price of 
$2.90. From the patient’s point of view, promotional 
costs are a plus-factor, not an unnecessary expense. 

Here, then, are the five key points which we must 
try desperately to explain to the public. We’re making 
a start, and, I believe, we’re going to make some head- 
way. Even though the Justice Department persists in 
winning its cases in the headlines before the trial be- 
gins, even though some politicians will try to win votes 
by smudging our good name, we have a better than 
fair chance of telling our story well enough to get most 
of our population on our side. 

We're dealing with the basic truths that our popu- 
lation is healthier because of our industry. The physi- 
clans we serve practice better medicine because of our 
research and promotional efforts. All this has been 
made possible within a reasonable economic range. 

Is this important to you? You bet it is, for if the 
pharmaceutical industry can’t convince the general 
public that private, competitive research, manufacture 
and promotion are the best bets in our field, then 
neither private medical practice, private pharmacy, 
nor any other industry has even a remote chance of 
making a case for itself. 

As an industry and as individuals, we expect to 
fight. If we can look forward to the aid of those who 
know us best, we’ll win. 


Rauwolfia Rauwo.ria was named after Leonhard Rauwolf, a German doctor and botanist who made 
a trip to Asia and Africa in 1573-75 to study medicinal plants. It is a genus of the Apocyna- 
ceous family. More than a hundred different species of rauwolfia are known, the most im- 
portant being Rauwolfia serpentina. Extracts of rauwolfia have been termed a “cure” for 
certain types of insanity, a sedative, a fever-reducing medication, a remedy for snakebite, 
a “cure” for dysentery, and as a drug for promoting uterine contractions. Strangely enough, 
the drug received little attention in the classical medical literature, being employed in India 
more or less as a secret remedy. Use of rauwolfia in the treatment of various forms of hyper- 
tension is of fairly recent origin. It received its impetus in 1933 when Indian scientists re- 
ported on its antihypertensive effect.—The Story Behind the Word, by Harry Wain, M.D. 
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BE PREPARED FOR FIRE 


LOIS LAMME 


Fire can mean a loss of life, property and time. 
Here are some basic rules of prevention 
that can make 
the doctor’s office relatively fireproof. 

— PUBLISHER 


A doctor's best friend in fighting a small fire is the 

appropriate kind of fire extinguisher. it should be 

maintained ready for use and always kept in one 
place that is known to everyone. 
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Ir TakEs only a tiny spark to set off a fire that might 
wipe out years of efforts to equip a modern office and 
build up a smooth-running practice. Thousands of 
fires occur every day and the doctor’s office is no 
exception. 

However, according to the National Fire Protection 
Association, practically all fires are preventable. It 
will pay doctors to consider this association’s recom- 
mendations for fire prevention. 

The NFPA is an independent noncommercial and 
nonprofit organization that provides standards which 
will help check fire waste and strives to educate the 
public to the need for reducing the loss of life and 
injuries from fire and the needless destruction of 
property. Educational work is also carried out by the 
National Board of Fire Underwriters, an association 
of capital stock fire insurance companies. The fire 
preventive measures recommended in this article are 
based on studies made by these two organizations. 

Fire hazards present in a doctor’s office vary greatly 
according to the type of office and type of practice. The 
simplest case is the consulting-type office where the 
most likely hazards would be careless smoking and 
faulty electric wiring or fixtures. However, in offices 
with laboratories or treatment rooms, or clinic-type 
offices with equipment similar to small hospitals, the 
hazards are greater and more diverse. They include (1) 
electrical equipment, (2) flammable liquids and com- 
bustible gases, (3) anesthetics, (4) oxygen and (5) 
static electricity. 


What to Do First 


The doctor should give some advance thought to 
what he would do if he discovered a fire. Only profes- 
sional fire fighters can handle big fires but everyone 
should be prepared to safely put out a little fire before 
it gets out of bounds. 

The NFPA advises that the first thing to do when a 
fire breaks out is to collect your wits and size up the 
situation. “That won’t take more than a few seconds, 
and it may keep you from doing some foolish or useless 
thing.” 

The prime factor, of course, is life safety. Therefore, 
the doctor should get patients out first. Then he should 
call the fire department. He should only attempt to 
extinguish the fire if he can do so without endangering 
lives. The doctor has to use judgment. For instance, 
a small fire in a wastebasket should be put out at once. 

Many “‘first aid” fire fighters have been able to put 
out, or at least control, a fire that looked quite big, the 
NFPA has found. However, the doctor should always 
call the fire department—if only to make sure he really 
has extinguished the fire. It pays to notice, in advance, 
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where fire alarm boxes are located and also to read the 
instructions so that no time will be wasted in the event 
of a fire. 

Because a fire can thrive only in the presence of 
three factors (a combustible substance, enough heat 
and enough oxygen), removal of any one of these fac- 
tors will extinguish the fire. 

Most fires, of course, have to be put out by reducing 
heat or cutting off oxygen. Heat is reduced by use of 
water or water containing chemicals. Cutting off oxygen 
or “smothering” is accomplished by keeping air away 
from the fire. Carbon dioxide and dry chemical ex- 
tinguishers are the most common “smothering types.” 
The preferred method, cooling or smothering, depends 


on what is burning. 


Three ‘Classes’ of Fires 


Therefore, consideration should be given to the class 
of fire which may occur. 
The National Fire Protection Association classifica- 


tion of fires is as follows. This classification has been 
adopted by the NBFU and is universally used: 

1. Class A fires in ordinary combustible materials 
such as wood, cloth and paper where the ‘“‘quenching- 
cooling” effect of quantities of water or solutions con- 
taining large percentages of water is most effective in 
reducing the temperature of the burning material be- 
low the ignition temperature and is, therefore, of first 
importance. 

2. Class B fires in flammable petroleum products or 
other flammable liquids, greases, etc., where the 
“blanketing-smothering” effect of oxygen-excluding 
media is most effective. 

3. Class C fires involving electrical equipment where 
the electrical nonconductivity of the extinguishing 
media is of first importance. 

The proper type of extinguisher for each of these 
fire classifications can be selected from Table I. Most 
extinguishers are made in several different sizes, based 
on the size of the “hazard” they may be selected to 
protect. 


cuss A 


Paper, wood, excel- 
sior, rubber ond gen- & 
eral combustible fires 


Has no ill effects 
lon food and leaves 


smothering action ino residue. 


for quick extingvish- 
ment. 


Voporizing liquidis | Heavy foam blan- 
converted intoa 


ket on surface of 
burning liquids 
smothers. 


YES Yes 
‘Carbon dioxide is | Ory chemical is 
d will d of 


electricity. 


cass C 


Live electrical fires 
(motors, switches, op- 
pliances, etc.). A non- 
conducting extin- 
guishing agent must 
be used. 


not damage costly 
lelectrical equip- 
ment or leove res- 
idve. 


on live electrical 
equipment; basic 
water content will 
conduct. 


Courtesy Fire Equi t Manufoct Association, inte 
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Approved” fire extinguishers are the best weapons 
to use for fighting small fires. These extinguishers 
carry the label of the Underwriters’ Laboratories or 
the Factory Mutual Laboratories, having met exacting 
requirements of a safe standard of construction and 
performance. They have sufficient capacity to deal 
with test fires of a size representing the sort of incipi- 
ent fire that might reasonably be expected. They are 
designed to throw a stream of extinguishing agent for 
a distance sufficient for the operator to stay safely 
away from the fire. One person can handle an ex- 
tinguisher and it is always ready for use if properly 
maintained. 

In contrast to a bucket of water which cannot be 
thrown any distance with accuracy, the extinguisher 
discharge can be aimed exactly where it will be most 
effective. These are made to fight fires and are not 
likely to be in use for some other purpose when an 
emergency arises. 


Type of Practice Determines Extinguisher 


Each doctor, of course, will have to gauge his invest- 
ment in fire extinguishers according to his type of 
practice. Automatic sprinklers are good for round-the- 
clock protection and of course have the advantage of 
quenching fires when no one is around. The cost 
should be considered in the light of the loss to property 
and business that could occur from a total loss. 

For the doctor who does not own a lot of electrical 
equipment and who does not have chemicals and other 
flammable liquids in his office, the water-type extin- 
guisher would be best. It saturates very thoroughly and 
has a long range—up to 50 feet. Prices for the two- 
and-one-half-gallon water extinguisher range from $20 
to $45. 

Water, however, is unsuitable for quenching flaming 
liquids and electrical fires. It spreads burning liquids 
and serves as a conductor in electrical fires. Water is 
the only thing that can be used on x-ray film, and 
discoloration is better than destruction. Also, in the 
case of valuable papers, it may be better to smother 
the flames with one of the nonconducting agents found 
in extinguishers for Class B and C type fires. 

Fire prevention bureaus strongly urge that fire ex- 
tinguishers should be of the type and make listed and 
labeled by Underwriters’ Laboratories or the Factory 
Mutual Laboratories. These “approved” extinguishers 
have met the exacting requirements of a safe standard 
of construction and performance. They have sufficient 
capacity to deal with test fires of a size of incipient fire 
that may be reasonably anticipated. 

All extinguishers must be refilled immediately after 
use and regularly cared for and inspected in accordance 
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with the manufacturers’ instructions. Extinguishers, 
after servicing, should be put back in their proper 
places—in easily accessible locations that are known to 
everyone. 


How to Fight a Small Fire 


The NFPA makes the following recommendations for 
fighting a small fire: After notifying the fire department, 
go into action with your extinguisher. Stand near a 
door so that a sudden burst of flame will not trap you 
and if possible stand so the smoke and fire are carried 
away from you by drafts. 

Take advantage of the length of the stream to remain 
at a distance. For example, if the fire is in a small room 
or closet, stay outside and aim in at the fire. 

Always aim directly at the thing that is burning (not 
at the smoke or flames), except in the case of a fiam- 
mable liquid which might spread the fire if splashed. If 
Class B materials are burning in a container, direct 
foam or vaporizing liquid against the inside of the con- 
tainer just above the liquid level; carbon dioxide or dry 
chemicals along the surface. 

For fires that spread out over the floor or ground, 
start at one end, preferably at the point nearest you, 
and then sweep out the fire completely as you go. If the 
fire is traveling up a wall, put it out at the bottom first 
and follow it up. 

In the case of Class C fires, it is highly desirable to 
turn off the electric current. However, if you use the 
proper type of extinguisher, you will not be in danger 
of electric shock even if you cannot turn off the current. 

Since many materials give off poisonous gases when 
they burn, move about to avoid inhaling smoke. When 
the fire has been extinguished, open the windows to air 
the enclosure. If you cannot air the room quickly and 
easily, stay out until the smoke has cleared away. 


Observe Common Sense Precautions 


In addition to these principles of fire extinguishment, 
the doctor should give thought to fire prevention mea- 
sures. Common sense dictates some of them. For in- 
stance, before your aide leaves for the night, have her 
check to see that all electrical equipment is shut off 
and that all wastebaskets and ashtrays have been emp- 
tied. Ashtrays should not be emptied into waste- 
baskets. Be sure there are plenty of ashtrays in your 
reception room, and put the umbrella stands where 
smokers won’t toss cigarette butts into them. Use 
metal containers for used cotton and other refuse. 

Flammable liquids should not be stored in an ordinary 
electric refrigerator. Laboratory refrigeration explo- 
sions occur regularly. Although these explosions can 
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A doctor's practice, like a reputation, can be destroyed in a short 
period of time. Building it back is a slow and painful process; but 
the doctor who is prepared for such an emergency will have im- 
measurable advantage. 


destroy the building, they usually are limited to ruin- 
ing the material in and around the refrigerator. Under- 
writers’ Laboratories in December, 1957, listed an 
explosion-proof refrigerator. Use of this refrigerator in 
laboratories would eliminate explosions occurring in 
the ordinary domestic type. 


Take Care in Storing Chemicals 


Additional precautions should be taken in storing 
the various flammable chemicals in a doctor’s office. 
Cylinders of anesthetic gas should be isolated—away 
from sources of heat such as radiators, steam pipes or 
Bunsen burners. Only cylinders bearing the markings 
of the Interstate Commerce Commission should be 
used. And cylinders should not be connected in a way 
that would permit intermixing of different gases. Flam- 
mable liquids and solvents should be stored in airtight 
containers and should not be used in a closed room or 
anywhere near an open flame. Corrosive acids should 
be kept in especially designed airtight containers. 


The quantities of ready flammable chemicals and © 


flammable liquids kept on hand should be checked 
periodically to insure that not more than the quantities 
needed for current use are present. Additional quan- 
tities should be stored outside in a metal storage 
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cabinet. For quantity storage of flammable gases or 
liquids, advice should be sought from the fire depa:t- 
ment. 

Keep Bunsen burners away from curtains and otl.er 
combustible material and shut them off when using 
anesthetic gases. 


Check Piping, Gas and Electric Fittings 


Piping, valves and fittings for flammable liquids 
should be designed for the working pressures and 
structural stresses to which they may be subjected. 
When possible, piping to gas appliances should be 
rigid. If the apparatus must be mobile, the connections 
should be of approved flexible tubing. The NFPA also 
recommends that conductive rubber be used in breath- 
ing tubes, bags and gaskets of anesthesia equipment. 

Gas heaters should have rigid, metal-pipe attach- 
ments to outlets; but if flexible tubing must be used, a 
shut-off valve should be installed at the outlet. Also, 
heaters should be placed where they will not be 
knocked over easily. 

Gas and electric appliances should be mounted and 
installed with safe clearance to adjacent combustible 
constructions. 

The gas piping or tubing and the electric wiring 
should be maintained in good condition. All electric 
wiring and equipment should be approved by Under- 
writers’ Laboratories, Inc. Immediate attention should 
be given to: having frayed wires repaired by a qualified 
electrician; overloaded circuits (if necessary, install 
heavier cable) ; replacing blown fuses with new ones of 
proper rating. Never bridge a fuse with a penny or 
other metal and never run wires under rugs or through 
doorways. 

More detailed information on these precautions may 
be obtained by writing to the National Fire Protection 
Association, 60 Batterymarch St., Boston 10, Mass., 
and the National Board of Fire Underwriters, 85 John 
St., New York 38, N.Y. 


Losing Records Is Disastrous 


When fire consumes a doctor’s files—his case his- 
tories and hospital records—he is seriously handi- 
capped. It will, of course, be hard for him to remember 
which patients owe him and how much. 

Without records, even the collection of fire insurance 
may be difficult, as there will be no evidence of the 
character and quantity of the property destroyed. The 
NFPA recommends that the businessman should start 
a record-protection program with a careful survey of 
his records to determine their relative importance, 
based on their “‘after-a-fire” value. Records should be 
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segregated into those which are (1) vital, (2) important, 
(3) useful and (4) nonessential. 
Vital records should have protection in fire-resistive 


but they should be segregated from the more valuable 
records, and any undue accumulations should be de- 
stroyed immediately. 


vaults or safes which will assure that they will be Safes, vault doors and other types of record protec- 
ing ff preserved even in a complete burning-out of the area _ tion equipment are subjected to standard fire tests and 
in which they are located. Records of major importance _are rated according to performance. The label of Under- 
usually have only relatively small bulk and therefore __ writers’ Laboratories certifies tested performance by 
can be protected at a reasonable cost. this testing organization whose findings are generally 
It should be a rigid routine of every office that all _ recognized as the impartial and authoritative criterion 
ids fj valuable papers be kept in their designated containersat _ of fire safety. 
nd §f all times when not actually being used. Another precaution that will give a doctor peace of 
ed. Important records should be given the same protec- _—mind is a complete, up-to-date inventory that lists the 
be ff tion as the vital records, or as a minimum should be _ purchase dates and prices of everything in his office. 
ons segregated in a fire-resistive file or a fire-resistive | The doctor will find the inventory indispensable if he 
Iso storage room. has to fill out an insurance claim. 
th- Useful records should, as a minimum protection, be Fires will continue to happen despite precautions. 
at. kept in closed steel containers where they will be least —_ But if fire strikes the doctor who has left nothing to 
ch- exposed to combustibles, although this should not be chance, he will be able to resume his practice as 
l,a ff regarded as full fire protection. promptly as possible and he will have reduced the 
Ps Nonessential records demand no special protection damage that would have been created. 
ind 
ble 
ing =r 
ric | Characterizing Our Family Physicians Bi 
er- PHYSICIANS BY AGE 
uld “Despite the increasing importance of specialists, the family physician remains a key figure rn ee 
ied in modern medical practice. He is medical adviser and manager for the overwhelming majority ae 
tall of our population, and for many he remains the sole point of contact with the medical pro- 
3s of fession. As a result, he is the single physician most likely to influence the public’s conception 
or of medical practice.” 
igh These and other conclusions were reached in a recent survey conducted by the National 
Opinion Research Center in cooperation with Health Information Foundation. 
nay The researchers found that today the average family doctor is a man in his forties. He is 
sain a well-established general practitioner in private practice, deriving his income from fees. 


mn This average family doctor treats 26 patients a day, spending more than eight hours on 
Pe home and office calls. He usually has hospital staff privileges. Ninety-nine per cent of these 
family doctors are men. 

About two-thirds of the family physicians interviewed are Protestant. One-fifth are Catholic 

and one-eighth Jewish. Two per cent said they followed no religious creed. 
In the group interviewed, 30 per cent are located in large metropolitan centers, 26 per 2. 

cent in small metropolitan areas, 19 per cent in urban counties and 25 per cent in rural gg 
counties. This distribution closely resembles the United States population. The younger 
di- physicians are usually concentrated in smaller communities. 
ber Fourteen per cent of the survey group are members of some American specialty board, and 
20 per cent belong to a specialty society. Twenty-one per cent belong to the American Acad- 
emy of General Practice. 


Chart 2 


re Almost all of these doctors are in private practice, but for the entire profession, only about 

rhe three-fourths are in this category. The vast majority of the family physicians are in solo 
private practice. About 16 per cent of them prattice in medical groups or partnerships, and 

vant only | per cent work on a full-time salaried basis. 

' of The surveyors found that solo practice is especially common among doctors aged 60 and 

ce, 


over aiid those who reside in the Northeast region. On the other hand, medical groups and 
| be partne ships are relatively common in the North Central and West regions. 
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Medical Myths—Modern Version 


WILLIAM H. GORDON, M.D. 


Man is still only a step away from the 

amulets and charms used for protection by 

his forefathers. Dr. William H. Gordon, 

authority on cardiovascular diseases, dis- 

cusses the many ways today’s quack takes 

advantage of the age-old desire for a “‘quick 
cure. PUBLISHER. 


THE WORLD into which primitive man made his appear- 
ance was filled with fear—fear of the known and of the 
unknown. Against the former he armed himself with 
clubs, stone axes and spears, and against the latter, 
with charms and amulets. He feared death. He knew it 
was his constant companion, could appear at any time 
in many forms and could transport him, he knew not 
where. 

Centuries later, modern man’s world is also filled 
with uncertainty ; ruled by people of divergent political 
beliefs and dominated by unbelievable man-made in- 
ventions. To protect himself against man, he has built 
mammoth ships, supersonic aircraft, atomic-powered 
submarines and intercontinental missiles. He knows 
that he must die sometime; yet secretly he doubts the 
necessity of it and hopes fervently that someone will 
invent a pill, a shot or a magic formula that will 
rejuvenate him and push the eventuality of death far 
into the future, while he continues indulging in the 
sort of living he so thoroughly enjoys—without its 
hastening his departure. 

Such views are understandable but totally unrealis- 
tic. Our society has drifted away from the realism of 
nature. To those closely associated with the soil, the 
fields and the forests, the cycle of birth and death is an 
accepted fact, but in an era characterized by urban 
dwelling and mechanical progress of storybook pro- 
portions, the idea of replacement of parts and per- 
petual youthfulness seems altogether feasible and 
proper. After all, have not many observed during their 
lifetime the development of man’s ability to fly at a 
speed faster than sound? Who could deny that the 
transmission of sound and pictures for great distances 
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through the air is very near the realm of black mayic, 
or that the solution of complicated mathematic prob- 
lems by a machine called an electronic brain p- 
proaches the impossible? 


Public Will Buy ‘Quick Cure’ 


Truly, progress in the field of medicine during the 
last century, and especially during the last half 
century, has been great, yet this progress has not kept 
the pace with the demand of an impatient society 
which wants, yes, even demands, more and more 
discoveries. One is reminded of a child on Christmas 
morning opening package after package of wonderful 
toys, glancing briefly at each, orly to cry in disappoint- 
ment when there are no more to open. Is the anticipa- 
tion of new discoveries more satisfying to the public 
than the utilization of that knowledge which results 
from them? It appears that such is the case. For years 
the threat of polio hung like the Sword of Damocles 
over a large segment of our population, yet, now that 
we have a protecting vaccine, polio continues to appear 
in significant outbreaks among those who have not 
taken advantage of the available protection. It is easy 
for us to explain this national impatience for more and 
more discoveries by saying that our society is condi- 
tioned to new discoveries and that more are expected. 
This, I believe, is only part of the answer. When it 
comes to thinking in terms of disease and death, we 
are not far removed from our distant forefathers, who 
believed in mysticism and magic and employed amu- 
lets and charms for protection. Osler expressed this 
belief when he stated, “In all matters relating to 
disease, credulity remains a permanent fact, uninflu- 
enced by civilization or education.” It has ever been so. 
Superstition is as old as man, and the thin veneer of 
modern civilization is quickly penetrated by the per- 
suasive arguments of the convincing, smooth-talking, 
modern version of the ancient medicine man. 

In a fascinating article entitled, ‘The Emergence of 
Modern Medicine from Ancient Folklore,” Dr. Walter 
Alvarez related the exploits of several of the more suc- 
cessful and colorful charlatans of the past. We may 
mention the exploits of three of his subjects, drawing 
liberally from Dr. Alvarez’s account. 

Elisha Perkins lived some 250 years ago and cured 
all types of disease by employing two small pieces of 
magnetic metal—that is, they were alleged to be mag- 
netic and metal. His reputation grew, and even George 
Washington bought and used a pair of these “mag- 
netic tractors,” which were supposed to draw disease 
out of the body. No doubt the only magnetism present 
was that in old Elisha’s personality, for, after his death, 
his son took the “‘marvelous” system of treatment to 
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England, and, after a brief period of success during 
which time he was sponsored by the nobility, he and 
his treatment were thoroughly discredited by Dr. 
Hygarth, who proved the magnetic tractors to be 
merely two pieces of painted wood. 

Several years ago in Madrid, Spain, a Dr. Asuero 
advanced the belief that all disease originated from “‘a 
little nerve in the nose” and could be cured only by 
treating this same “little nerve.”” As so commonly hap- 
pens with quacks, the aristocrats made much of him, 
and in a surprisingly short time he accumulated a 
large fortune. 

Dr. Albert Abrams of San Francisco, after having 
been unsuccessful in removing man’s ills by pounding 
along his spine with a rubber hammer, turned to a new 
approach. He took two cheap resistance boxes and the 
spark coils from an old Ford car, wired them together 
and announced to the world that, ‘With this magic 
detector, he could tune in on the electric vibration 
coming from a drop of blood and could tell exactly 
what disease the patients were suffering from.” Just as 
easily, he could connect the patient to another silly 
box of wires and tune the disease out of him. Of course, 
for his trouble Dr. Abrams got $100 or more for “‘al- 
lowing people to sit for a while holding on to the end 


of a wire, out of which was flowing absolutely nothing.” - 


In a talk delivered June 27, 1958, before the Com- 
monwealth Club of San Francisco, Dr. Louis M. Orr, 
president-elect of the American Medical Association, 
revealed the astonishing news that the “Electronic 
Reactions of Abrams” is not dead, although its 
discoverer is. Despite his marvelous vibratory method 
of treatment, Abrams died in 1924, but his theories 
have been perpetuated through a foundation still in 
business in San Francisco. A federal court injunction, 
first issued in 1954 and made permanent in 1958, 
prohibits shipment across the state line of any mis- 
branded devices by this foundation. In its report on 
the results of some of the foundation’s mail order 
diagnostic service, the Federal Food and Drug Ad- 
ministration found that blood from an amputee 
brought back a diagnosis of arthritis involving the 
missing foot and ankle. Blood from a dead person 
brought back the diagnosis of colitis, and blood from a 
young rooster brought back the ludicrous diagnosis of 
sinusitis and decayed teeth. 


Charlatans Use New Terms 


It would appear that any announced distovery by a 
legitimate scientist is followed closely by some bizarre 
claim made by a charlatan in which he uses the name 
of the newly-discovered product or certain terms which 
have been introduced in connection with the an- 


GP june 1959 


nounced discovery. For example, the discovery of 
radio was followed by the development of a new system 
of quackery employing such terms as “radionic,” 
“vibrations” and “tuning in” on certain organs ‘in 
order that disease could be “tuned out.” 

Following the introduction of atomic fission as a 
term commonly seen in everyday print and the men- 
tion of the possible value of certain radioactive isotopes 
in the treatment of disease, still another pitfall was 
opened for the gullible. The top soil in a certain area 
of Comanche County, Tex., was found to contain 
uranium (uranium is found in small concentrations 
over a widespread area of the globe). Someone, there- 
fore, decided that the radioactive soil of Comanche 
County would have medicinal value, and it was recom- 
mended that people sit with their feet covered in this 
dirt for relief of “rheumatism” and, I suppose, of other 
ailments. A sign at a filling station many miles distant 
advertised Comanche County radioactive dirt for sale. 
I would imagine some was sold to impatient people 
looking for magical cures who could have used dirt 
from their own backyards with equal benefit. 

Last year, in Los Angeles, there was a revival of an 
old magic box cure-all, which appeared on the market 
under the new name of Atomic Nu-Life. This thera- 
peutic instrument, under an old name, caused its 
previous owner to be sent to the federal penitentiary 
for one year. The machine’s motivating force was sup- 


plied by two flashlight batteries. Despite these known 


“Tuning in” on vibrations from a drop of blood was Dr. Albert 
Abrams’ specialty. His “magic detector” was made of two cheap 
resistance boxes and spark coils from an old Ford. 
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facts, people continue to buy a useless, inert, quack 
box called Atomic Nu-Life, expecting the impossible. 

About the turn of the present century, stylish 
women were the possessors of full busts. There were 
those whom nature had not endowed with the neces- 
sary equipment to be stylish in this manner and who 
yet harbored a wish to attain it. They bought and 
hoped that “Bust-O-Fill” would accomplish what 
nature failed to do. It has been reported that these 
longings are now reawakening, and last year thousands 
of bottles of “‘Kurv-On,” ‘La Contour” and ‘‘Charm- 
On” were introduced, or reintroduced, as bosom 
builders at a nominal cost of $3.95 per bottle. The 
Food and Drug authorities found these preparations 
to be inert, and, as was stated, “would have about the 
same effect on the development or structure of the 
female breast as Smith Brothers cough drops.” 

Many claims of the modern sorcerer and charlatan 
are merely amusing, but many others have led to 
tragedy and death. Postmaster General Summerfield 
recently stated that the use of the mails to promote 
medical quackery is at its highest level in history. 
Furthermore, he states that medical frauds are more 
lucrative than any other criminal activity. The Food 
and Drug Administration, recognizing this medical 
quackery as constituting a major crime problem, 
allocates more than half of its appropriation te the task 
of obtaining proof which could lead to prosecution and 
punishment of the perpetrators of these hoaxes. It 
appears, however, that as quickly as one is put out of 
business, another pops up. Why? Because there are 
millions of people who would rather believe the fan- 


Radioactive top soil from Comanche County, Tex. was sold as a 
“cure” for rheumatism. It was recommended that people sit with 
their feet covered with this dirt. 
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tastic claims of the super salesmen dispensing nos- 
trums, and attempt to take an easy short cut to health, 
than to accept the undramatic and often distasteful 
advice of their own physicians. During the year 1956, 
there were 245,070 deaths attributed to cancer. It has 
been estimated that at the present time one of every 
two cases of malignancy can be benefitted or success- 
fully treated through the use of surgery and various 
forms of radiation therapy. It is in this field, however, 
that quacks do a particularly lucrative business, since 
they pose as “lifesavers” and as being able to save 
where others fail. Because reputable physicians recog- 
nize their inability to guarantee any cure, and the 
quacks are always willing to do so, the latter unques- 
tionably lure into their fold many who might otherwise 
be given years of life. 

Dr. John W. Kline, past president of the AMA, now 
chairman of the California Medical Association’s Can- 
cer Commission, in illustrating the wild claims made 
by cancer quacks, described a “root cure” advocated 
by. one of them. “This root,” said Dr. Kline, “had to 
be pulled with the left hand at the rise of the moon on 
Friday the 13th, and the patient who told me about it 
completely believed in it.”” During 1957 the Food and 
Drug Administration caused to be placed in every 
federal building and post office throughout the coun- 
try, notices which read as follows: ““PUBLIC BEWARE 
Those affected with cancer are warned not to be misled 
by the false promises that the Hoxsey Cancer Treat- 
ment will cure or alleviate their condition— Death 
from cancer is inevitable when patients fail to obtain 
proper medical treatment because of the lure of a pain- 
less cure—as claimed by Hoxsey.” Despite such warn- 
ings, untrue claims are continuing, people are believ- 
ing them and many die prematurely because of it. 


Food Fads High on Fraud List 


Few authorities in the field of nutrition deny that 
Americans are in greater jeopardy from overnutrition 
than from undernutrition, or that the proper place to 
buy food is in the grocery store, rather than in the 
form of various all-containing food supplements. As 
Americans become more health conscious, and as more 
is being written of the role of vitamins, proteins, 
carbohydrates and fats in promoting health, the more 
the dispensers of various food supplements and all- 
inclusive vitamin preparations exploit these facts and 
twist them to fit their own interests. It is true that 
some people, because of illness or because of financial 
reasons, eat improperly and do develop deficiency 
diseases. It is true that many elderly people, from 
choice, eat starchy or carbohydrate foods to the exclu- 
sion of vegetables and protein-containing foods, and it 
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is true that there is a growing concern regarding the 
role played by excessive dietary fats in the produc- 
tion of heart and blood vessel disorders. Yet sufficient 
proof is lacking which would justify a wholesale up- 
heaval of our national eating habits. 

Yes, good nutrition is necessary for our proper body 
economy and robust health, but the advice of properly 
trained nutritionists and home economists should be 
followed in attaining this goal, rather than by accepting 
the wild claims and false statements of the untrained 
purveyors of expensive and often unnecessary products 
dispensed by door-to-door agent salesmen who prob- 
ably “doctor” only as a side line, and are housewives, 
filling station operators or store clerks during the day. 
It is believed that some 50,000 door-to-door salesmen 
currently influence ten million Americans and cause 
them to spend in excess of $500 million a year in the 
process. 

One must recognize that superstition and bigotry 
exist in many facets of our social structure, but in the 
field of nutrition, myths frequently sway the beliefs of 
more people than can be found elsewhere. Why? 
Probably because no one has attempted to disprove 
them or because these false beliefs are too firmly rooted 
to be easily dislodged. A spokesman for the AMA men- 
tions the following false beliefs that are used by door- 
to-door salesmen in the process of duping victims into 
buying their wares. 

1. All diseases are caused by faulty diet. 

2. Foods raised on the nation’s “depleted soil’ are 
nonnutritious and lacking in vitamins and minerals 
that can be adequately replaced by Azs product. 

3. The food industries kill or remove the nutritive 
properties from foodstuffs which, for reasons of health, 
must be supplemented. 

4. Aluminum pots and pans are “poisoning” the 
nation, and the only escape is to buy specially treated 
cooking utensils sold by the purveyor of this false 
information. 

5. Anyone suffering “from that tired feeling” must 
have a vitamin deficiency that cannot be detected, 
which may lead to serious trouble. 

One might pass these falsifications off with a shrug 
and say, “Tommy rot! If they want to believe them, 
let them; if they want to spend their money, let them.” 
But in a society that is supposed to be enlightened, 
such statements should not remain unchallenged. A 
moment’s thought would convince one of average intel- 
ligence that not all diseases are due to faulty diet. 
There is no scientific proof that artificiat fertilizer 
poisons foods or that foods bought in stores are lacking 
in nutritive value. In bread, for instance, where certain 
properties are removed in processing the flour, these 
elements are replaced in greater amounts than were 
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The door-to-door “doctor” convinces the gullible buyer that aluminum 


* pots are “poisoning” the nation. The only escape is to buy his specially 


treated cooking utensils! 


originally present. The fad of “natural foods” is with- 
out any basis in fact, and there are many more people 
tired and run-down because of emotional causes, lack 
of exercise or some basic organic disease, than there 
are those who need vitamins. 


‘Do-It-Yourself’ Medicine Costly 


Health fads are assuming tremendous proportions. 
They may cause people to attempt self-diagnoses and 
treatment until some diseases progress past the point 
of aid for anyone. They are costing millions of dollars 
that could be spent for better purposes. The fraud 
department of the United States Post Office Depart- 
ment estimates that the public is being duped out of 
some $50 million annually on misrepresented drug 
preparations. When this figure is added to the pre- 
viously mentioned estimate of $500 million that is 
being paid to the door-to-door dispenser of health 
remedies, one has a sizeable amount. Figures also sup- 
plied by Miss Marian E. Meiners, science and prescrip- 
tion editor of the National Association of Retail Drug- 
gists, indicate that $1,226,370,000 are spent on drugs 
from nondrug outlets, while $2,864,710,000 are spent 
for drugs of all types in the 53,000 pharmacies of the 
nation. These figures do not, of course, include the 
tremendous sums that go with quack cancer cures, or 
for mechanical health devices of questionable value 
presently in the forefront of health fads. 

Admittedly the cost of medical care is great and, 
from all indications, will be greater. The handbook of 
basic economic statistics published by the Economic 
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Statistic Bureau of Washington, D. C., January 15, 
1958, shows where some of the consumers’ dollars go: 


For food, tobacco and alcohol, they spend $86,367,- 
000,000, or 32.3 per cent. 

For medical care and death expenses, $13,405,000,000, 
or 5 per cent. 

For recreation, $13,844,000,000, or 5.2 per cent. 
Private education and research, $3,565,000,000, or 
1.3 per cent. 


It is a safe assumption that one-half as much money 
is squandered on unnecessary quack cures, do-it- 
yourself diagnostic treatment kits, health building 
machines and other short-cut “‘health”’ measures, that 
are either unnecessary, ill-advised, dangerous or worth- 
less as is spent for private education and research. But, 
one may ask, how is the public to judge? Who should 
they believe? The answer should be simple, and is, but 


apparently it is not a popular one. During the past ° 


three-quarters of a century, the probable life span has 
been materially lengthened, and infant and maternal 
mortality has decreased in a miraculous fashion. Deaths 
from typhoid, tuberculosis, pneumonia, yellow fever, 
meningitis and other diseases are presently at the low- 
est rate in all of our history. Progress in the basic 
understanding of the causes and method of treatment 
of heart disease and malignant disorders during the 
past 30 years has been phenomenal, and it would seem 
reasonable to turn for advice in the matters of health 
to those responsible for these advances: to the medical 
profession, to the local, state and federal health depart- 
ments, the Food and Drug Administration and to the 
National Research Council. Admittedly their knowl- 
edge is not complete, for there are many questions 
relating to health that cannot now be answered. Yet, 
are they not in an infinitely better position to give ad- 
vice than are the thousands of medical illiterates who 


disseminate false health information and whose chief 
qualification rests with their desire to sell a product? 

Dr. Orr warned the public to beware of those who 
claim possession of a secret formula or machine, the 
use of which results in a “sure cure,” and of those who 
‘guarantee cures” or who advertise by the use of case 
histories and testimonials. Beware of him who publicly 
claims that medical men are persecuting him, and who 
clamours continually for medical investigations and 
recognition. Beware of him who offers a painless nos- 
trum to replace the conventional use of radiation 
therapy and surgery in the treatment of malignancy. 
Unfortunately, these warnings voiced by Dr. Orr will 
not be heeded and consequently lives will be sacrificed, 
health will be unnecessarily jeopardized and incalcul- 
able sums of money will be spent. 

Can these practices be stopped? Can these huge 
sums now being spent by the American public for un- 
necessary food supplements, inert nostrums and me- 
chanical health gadgets be curtailed? The answer is 
yes, they can be, but only when there ceases to be a 
demand for them. Narcotic traffic would cease if there 
were no buyers. Bribes would cease to be taken if there 
were no bribe givers, and quack doctors would disap- 
pear if there was no one unrealistic enough to expect 
magic cures or gullible enough to try to buy them. Yes, 
man’s weapons have evolved from the stone axe to a 
missile with an atomic warhead, his medical agents 
from pigeon dung to penicillin, but his intellectual 
development and judgement in many instances remain 
in the realm of charms and amulets. Such people are 
those who seek a magical touchstone, a short-cut to 
the impossible. They are the ones who have turned 
from proven medical truths and have embraced the be- 
liefs of the charlatans and his colleagues. It is they 
who help perpetuate this national disgrace; it is they 
who finally become the victims. Tragic, but true. 


The THREE Mitton Peorte in the United States are alive today because of the revolutionary changes 
in the treatment of disease during the last 20 years. 


‘Cost of Living’ 


Penicillin was the first and is still the most widely used antibiotic. For the public, suggests the 


Health News Institute, the most revolutionary change in therapy has been the discovery, 
development and universal distribution of the antibiotics. 

The Federal Trade Commission just issued a study of antibiotic drugs comparing the cost 
of living to the cost of penicillin. What has happened to the price of penicillin? 

On February 1, 1943, it was finally certain (on the basis of clinical tests) that penicillin was 
superior to anything ever known before in a wide range of infections. The price was $200 per 
million units (about three doses). The published price of penicillin charged by the retailer 
had fallen to about 60 cents per million units by 1955. 

In this area, then, the cost of living has decreased. The new tools of medicine are favor- 
ite candidates for nomination as the biggest bargains in history! 
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The Doctor and the Law: 


New Interprofessional Code 


RALPH R. BENSON 


PERHAPS YOU READ in the paper recently about the 
American Bar Association Convention in Los Angeles. 
Did you notice in the newspapers that for the first time 
the lawyers adopted a “National Interprofessional 
Code for Physicians ‘and Attorneys” ? 

What does this mean? Does it mean that doctors 
and lawyers will never have any arguments or disputes 
in the future? Does it mean that lawyers now under- 
stand all of the problems that doctors face? 

Basically, this code states that it is worth while for 
the public welfare if it improves the practical working 
relationships of the two professions and facilitates the 
administration of justice. 

This code recognizes the right of a doctor to be paid 
for his time. The attorney should do everything possi- 
ble to assure payment for services rendered by the 
physician for himself or his client. When the physician 
has not been fully paid, the attorney should request 
permission of the patient to pay the physician from 
any recovery which the attorney may receive in behalf 
of the patient. 

The code emphasizes a respect for the doctor’s time 
by stating that the doctor is entitled to reasonable 
compensation for time spent in conferences, prepara- 
tion of medical reports and for court or other appear- 
ances. “These are proper and necessary items of ex- 
pense in litigation involving medical questions.” 

Under this code, doctors are urged to furnish attor- 
neys with a clear medical report when requested by 
proper authorization from the patient. The attorney 
is required to give a doctor a reasonable time to make 
out the report, clearly specifying the medical informa- 
tion which he seeks. The code does not set up any 
particular medical report form. However, I believe 
that in auto accident cases a one-page report form 
should be ample. 

The chart at the right indicates what I consider to 
be a good medical report form. 
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MEDICAL REPORT OF EXAMINING PHYSICIAN 


(Potient) 
Address: City: 
Date of Accident: 
Where? 


2. How many times have you treated the patient? 


3. What is the precise location, nature and extent of injury os revecled 
by your examination? 


4. Describe any scars or disfigurement left by injury: 


5. Were x-ray pictures taken? 


6 so, what were the disclosures? 


7. What is the period of time potient has been confined at home or in 
hospital? 


8. What is probable total period of such confinement or disability? 


9. What effect will this injury have upon the general health of the patient? _ 


10. What is the total cost of treatment to date? 


11, What is the estimated cost of additional treatment if necessary? 


12. Remeorks: 


i hereby certify to the findings as being true and correct fo the bev! of my 
knowledge and belief. po | 
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Annual Report 


of the Commission on Hospitals 
1958-1959 


Presented Before the Congress of Delegates 
At the Ith Annual Assembly 
In San Francisco, April 4, 1959 


Tue By-Laws pirecr the Commission on Hospitals to 
maintain close contact with the staff activities of 
hospitals; to recommend changes as may seem in- 
dicated; to formulate plans and programs, and, 
specifically, “to maintain contact with and to co- 
operate with the Council on Medical Education and 
Hospitals of the American Medical Association and 
similar committees of similar organizations.” These 
things your commission has attempted to do. 

The members of the commission consider their major 
purpose to be one of observation, study and interpreta- 
tion of all matters pertaining to medical practice in 
hospitals. Specific problems come to the commission, 
usually via individual members or state chapter officers. 
The development of recommendations and advice con- 
cerning these problems is an important activity. 
Through the commission, the Board of Directors, the 
Congress of Delegates and ultimately the membership 
at large are informed and alerted to trends, incidents 
and actions which are important to us. Policy-making 
recommendations are delineated through the annual 
report. 

Perhaps the most important activity is that which is 
expressed in the final directive of the By-Laws—to 
establish and maintain friendly and influential liaison 
with similar units of other organizations. This is dif- 
ficult to measure or assess properly but it is ever so 
true. Our relationship with the Joint Commission on 
Accreditation of Hospitals is a case in point. Liaison 
is also being maintained with the American Medical As- 
sociation’s Council on Medical Education and Hos- 
pitals ; the American Hospital Association ; the Catholic 
Hospital Association and the schools offering courses 
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in hospital administration. Voluntary comments of- 
fered by representatives of these organizations have 
indicated that the commission and the Academy have 
obtained a position of dignity and respect, and we must 
endeavor to maintain that position. 

Local problems must be resolved at the local level. 
The commission can best provide guidance to mem- 
bers if advised of the situation early. There is little to be 
gained by having the commission per se or one of its 
members actively enter a local problem situation and try 
to tell anybody just what to do. On the other hand, 
there is tremendous opportunity for good if early in a 
problem situation local members appeal to the com- 
mission for advice and guidance. The personal equa- 
tion is so tremendously important. Printed matter 
shipped from Headquarters is useful and valuable but 
in our opinion cannot compare with the individual 
approach. The commission has requested of the Finance 
Committee an increase in its budget to provide for 
reimbursement of expenses for the members of the 
commission to visit the state chapter officers in their 
regions. In cases of specific problems, a personal 
consultation between a regional advisor and the 
members involved can be tremendously effective. 

The important objective that must be constantly kept 
in mind is how to assist general practitioners to pro- 
vide superior, not just average, medical care both in 
and out of the hospital. 


Functions of a General Practice Department 


At its annual meeting in Chicago, in August 1958, 
the commission approved an article entitled “Functions 
of a General Practice Department.” The article has 
been published in GP and reprints are available. The 
article includes the current policy of the Academy 
with explanatory comments by the commission. The 
functions of a general practice department are out- 
lined in our “Manual on General Practice Depart- 
ments in Hospitals,” and the commission wishes to 
state that after the review of the matter, no changes 
are recommended. This has been the policy of the 
commission since 1949, and it has been reaffirmed 
almost annually by the Congress of Delegates. The 
commission’s recommendations are based on the fact 
that duplication of clinical departments is not good 
organization nor administration and would ill serve 
the ends we seek. 


Hospital Staff Clinical Review Meetings 


To provide for credit for general practitioners who 
conduct clinical review meetings through their own de- 
partments, the Commission on Hospitals has proposed 
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that the following provision be added to the two 
provisions outlined in the Joint Commission on Ac- 
creditation of Hospitals’ methods for proper review of 
the clinical work: 

A hospital’s general practice department may hold 
its own clinical review meetings. Attendance at 
such meetings is acceptable to the Joint Com- 
mission’s requirements. However, if a general prac- 
titioner’s case is reviewed by another clinical de- 
partment, he is required to attend that meeting. 

In June, 1958, your chairman met with Dr. Kenneth 
Babcock, Director of the Joint Commission on Ac- 
creditation of Hospitals, to discuss this proposed pro- 
vision. Dr. Babcock was interested in encouraging 
general practitioners to conduct their own clinical 
review meetings, but stated he could not authorize a 
change in the Joint Commission’s rules and regula- 
tions. He responded favorably to the suggestion that 
the Academy officially request an opportunity to pre- 
sent its proposal to the Board of Commissioners of the 
Joint Commission. By action of our Board of Directors, 
the chairman of the Commission on Hospitals was 
authorized to appear before the Board of Commission- 
ers at the meeting of that board December 6, in Chicago. 
A formal request to include a provision that would 
grant credit toward the requirements for attending 
clinical review meetings for general practitioners attend- 
ing their own department clinical review meetings was 
made and under the usual procedure was referred to 
its Committee on Standards for study. The Commis- 
sion on Hospitals is maintaining close liaison with the 
Joint Commission’s Committee on Standards, and we 
hope it will recommend to the Board of Commissioners 
the adoption of our suggested provision on general 
practice department review meetings. The Board of 
Commissioners is not expected to meet until June, so 
we cannot expect any action before that time. 


In-Hospital Sponsorship for Practicing Physicians 


Last year the Commission on Hospitals and the Com- 
mission on Education each submitted a plan for in- 
hospital sponsorship. The Congress of Delegates in- 
structed the two commissions to re-study the plans 
and submit a single plan. In June a joint committee 
representing the two commissions met and prepared a 
plan which was adopted by both commissions at their 
regular meetings. The plan is submitted separately 
as a report of the two commissions. 


Graduate Training 


In connection with the in-hospital training program, 
the commission wishes to point out that there are in- 
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dications that young physicians are choosing not to en- 
ter the general practice of medicine in metropolitan 
areas. The commission believes that this tendency is in- 
timately related to the difficulties in securing hospital 
staff membership and privileges. Too frequently young 
physicians are forced to limit their selection of a train- 
ing hospital to one in the immediate area of their in- 
tended place of practice in order to secure privileges. 
These difficulties are closely related to the amount of 
graduate training a physician has obtained. The com- 
mission believes that the solution to this problem is the 
provision for two or more years of graduate training in 
preparation for general practice. 

The Commission on Hospitals strongly supports the 
efforts of the Commission on Education and the 
MUSE Committee to develop better graduate train- 
ing programs in general practice. 

We believe that as the quality and quantity of the 
general practice residency programs increase more 
young physicians planning a career in general practice 
will choose to complete such graduate training. 

It is the responsibility of the general practitioners 
now holding staff membership in hospitals to work for 
increased acceptance of young physicians who have 
completed such graduate training. 


Joint Commission on Accreditation of Hospitals 


The American Academy of General Practice, along 
with other groups of physicians, has supported the 
principle that the accreditation of hospitals—par- 
ticularly in regard to quality of medical care— should 
be the sole responsibility of the American Medical 
Association since it alone represents all physicians. 
However, in 1950, the American Medical Association’s 
House of Delegates did not support a resolution to 
assume sole responsibility for accreditation, but ‘in- 
stead accepted the concept of a joint commission 
which includes representation from the American 
College of Surgeons, the American College of Phy- 
sicians and the American 
Hospital Association. 

In 1955 the AMA House 
of Delegates directed the 
appointment of a special 
committee (the Stover com- 
mittee) to study the func- 
tions of the Joint Commis- 
sion on Accreditation of 
Hospitals. This committee’s 
report to the AMA House 


of Delegates in June, 1956, 
was adopted. Through that —Chairmanof the Commission 
action the AMA reaflirmed Hospitals 
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its support of hospital accreditation through the 
established joint commission, although some changes 
in administration and method of operation were 
recommended. 

More effort has been made in the past few years by 
the Board of Commissioners and the director of the 
Joint Commission to disseminate information on the 
functions and policies of the commission. Explanatory 
articles are prepared by the director and published in 
medical and hospital journals. Revisions and ex- 
pansions of the “Standards” and of regulations are 
published in the Bulletin of the JCAH, which has wide 
circulation. 

The Commission on Hospitals believes that the 
functions and policies on accreditation of hospitals 
would differ little if the program were conducted 
solely by the AMA. The detailed study by a com- 
mittee of the AMA House of Delegates showed that 
the basic policy and objectives of the Joint Commission 
were fully supported by the AMA. However, the 
Commission on Hospitals feels that the American 
Academy of General Practice should have direct 
representation on the Joint Commission. Academy- 
appointed members would be in a position to speak for 
the general practitioners throughout the country. At 
the present time over 60 per cent of the physicians 
in active clinical practice are engaged in the general 
practice of medicine. Improved understanding of the 
accreditation program and its objectives by busy 
general practitioners would greatly contribute toward 
continued advancement of the program and better 
medical care for the public. Greater interest and sup- 
port by the general practitioners of an individual 
hospital’s program to conform to the standards for 
accreditation should be of great assistance to the 
hospital administrator. 

More than 3,800 hospitals have been inspected and 
are now accredited by the Joint Commission. These 
hospitals range in size from 25 beds to 7,200 beds. 
One accredited hospital in Nome, Alaska, has only 
one doctor on the staff. It is apparent that accredita- 
tion is not for just large, highly departmentalized 
hospitals conducting internships and residency pro- 
grams. The director of the Joint Commission has 
frequently pointed out that the “Standards for Hos- 
pital Accreditation” are minimum requirements that 
should be met by any hospital and that many hospitals 
exceed the minimum standards in one or more areas 
of operation. 

The enforcement and maintenance of standards on 
methods of procedure within the hospital depend upon 
the active medical staff. Standard procedures can be 
published but the application requires understanding, 
support and cooperation of every individual on the 
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professional and nonprofessional staff of the hospital. 
Enforcement and maintenance of standards also re- 
quire judgment on the part of the people involved. 
In the care of a patient, the physician in charge of 
the case is responsible. 

Differences of opinion arise as to the interpretation 
of a standard operating procedure or regulation. Such 
differences may be between physicians or between phy- 
sicians and the administrator. Certainly the physician 
responsible for the care of a patient must frequently 
make an immediate decision and take action at once. A 
later review of the procedure by other physicians may 
indicate failure to follow published standard procedures 
or regulations. However, careful consideration of the 
facts may fully justify the action of the physician re- 
sponsible for the care rendered. 

A lack of good communication and understanding at 
the staff level and with the administrator can cause 
continual misunderstanding of the application of 
standards on procedures and on regulations designed 
to maintain quality control in the hospital. The mis- 
application of published standards and regulations is 
not the fault of the accrediting body but is usually 
due to poor communication within the individual 
hospital. The same situation would arise regardless of 
what group of physicians was conducting the ac- 
creditation program. 

On the basis of its study on this matter, the Com- 
mission on Hospitals recommends that the American 
Academy of General Practice continue to cooperate 
with the Joint Commission on Accreditation of Hos- 
pitals in the furtherance of its worthy aims, and 
further strongly recommends the continuation of 
efforts by the American Academy of General Practice 
to obtain representation in the membership of the 
Joint Commission on Accreditation of Hospitals. 


Audits of Physicians’ Books of Account 


Occasionally a hospital staff or the governing board 
of a hospital has sought to include in the staff by-laws 
provisions for an audit of the staff members’ books of 
account. A staff member is required to sign an agree- 
ment to abide by the staff by-laws in accepting ap- 
pointment to the staff. The purpose of the authorization 
for an audit of the physicians’ records is to discourage a 
division of fees among staff members. 

The American Medical Association, the Joint Com- 
mission on Accreditation of Hospitals and the Amer- 
ican Academy of General Practice have officially 
stated their opposition to hospital staffs including such 
a requirement for appointment to the staff. However, 
if a hospital staff in a regular meeting votes to include 
such a requirement in its by-laws, it is within its 
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authority to do so. Furthermore, a governing board 
of a private hospital may request a physician to sign 
a statement authorizing inspection of his books of 
account, and if he does so, it is binding. Most govern- 
ing boards will accept the recommendations of its 
active staff on medical staff organization and opera- 
tion. Therefore, members should work through the 
staff organization. 

During the past year the commission members have 
enjoyed excellent cooperation from the state chapter 
officers. The commission also wishes to express its 
appreciation for the administrative work carried out 
by the headquarters staff. Through the secretary’s 
office at Headquarters, continuity of policy is carried 
over effectively from meeting to meeting. The com- 
mission is appreciative of the interest and initiative 


demonstrated by Charles E. Nyberg in assisting the 
commission to carry out its programs under established 
policy, and the accurate and devoted efforts of his 
secretary, Mrs. Annette Branham, in accomplishing 
the secretarial work of the commission. The back- 
ground material prepared by the secretary for specific 
problems or items on the agenda has enabled the 
commission to function very effectively during its 
meetings. 


Members of the Commission are: Charles C. Cooper, 
M.D., chairman, Richard R. Chamberlain, M.D., An- 
tonio J. Franz, M.D., Leo M. Wachtel, Jr., M.D., John 
O. Milligan, M.D., George L. Thorpe, M.D., Earl C. 
Van Horn, M.D., James M. Perkins, M.D., Ralph E. 
Cross, M.D. and Clarence R. Brott, M.D. 


Changes in Hospital Utilization 


HospiraLs TODAY are not only used more, they are also 
used by a larger portion of the population. Hospital services, 
of course, follow the requirements of recent medical ad- 
vances. These services are more concentrated and more 
effective. Medical care by physicians has improved, and the 
average stay per patient is much shorter. 

Physicians depend more and more on hospitals to pro- 
vide preventive and curative medical care. Hospitals are 
being used more for diagnostic purposes and for health 
maintenance. 

Health Information Foundation reports that the average 
annual number of patient-days in hospitals of all types is 
now greater than formerly. At any given moment, one out 
of every 125 Americans is a hospital patient. 

At the same time, a shorter average stay is reflected. 
The average number of hospital days per admission de- 
clined from 41.1 to 22.4 in 21 years. 

Most of the increase in over-all hospital use has been in 
the general and special (other than mental and tuberculosis) 
hospitals. Mental’hospitals have also experienced increased 
utilization since 1935, but relatively less than the general 
and special hospitals. The admission rate to all mental 
hospitals is much lower than that for general and special 
hospitals, but average duration of stay is much longer. 

Some of the increased general hospital use reflects the 
greater number of births in hospitals. However, the average 
length of stay for each confinement has decreased. 

Persons with serious illness now obtain hospital care far 
more frequently than in prior years. As a result, more 
deaths now occur in hospitals. 

Men constitute a larger proportion of hospital patients 
than women, both in absolute numbers and as a proportion 
of their total in the population. 
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UTILIZATION OF GENERAL 
AND SPECIAL HOSPITALS* 
United States, 1935-1956 


(deys) 
~ ~ 
1935 1945 1956 
* All general and special (except mental and tuberculosis), 
BIRTHS IN HOSPITALS 
AND AVERAGE STAY OF NEWBORN 
United States, 1935-1956 3.8 
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FOR FLUID BALANCE 
FEED BREM load and water require 


NEW LIQUID AND POWDERED ments are held within normal limits by a 
physiologic protein/electrolyte pattern comparable to that of breast milk. 
Particularly important during periods of febrile illness, diarrhea, and in 
hot weather. Easy for mothers... just add water 


PHARMACEUTICAL DIVISION 350 Madison Avenue, New York 17 
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Cerebral Vascular Diseases. Edited by Clark H. Millikan. Pp. 224. 
Price, $4. Grune and Stratton, Inc., New York, 1958. 


THE TRANSACTIONS of the Second Conference on Cerebral 
Vascular Diseases, held under the auspices of the American 
Heart Association at Princeton, N.J., January 16-18, 1957, 
including a classification and outline of cerebral vascular 
diseases, are published in this book by the American Heart 
Association. 

This. book might be consulted by the family physician 
in a medical library on rare occasions, to follow the trends 
in this field which have engaged the focus of much public 
interest in recent years. It will prove of more than academic 
interest to the specialty groups concerned with cerebral 
vascular diseases and neurology. The essays and discus- 
sions published verbatim have been directed toward a 
standard nomenclature for a clearer understanding of the 
terms and an over-all consideration of cerebral vascular 
disease, its causes and the underlying and resulting 
pathology as related to the patient’s systemic functions. 
The prophylaxis of these diseases, their medical and surgi- 
cal treatment, experimental and otherwise, as well as the 
important field of rehabilitation, is explored by a number 
of discussants. 

The subject matter is of interest, but at present it is in a 
rather nebulous state which is a far cry from the practical 
needs of the busy general practitioner. 

The format is attractive; the print is good; the index 
is of limited scope.. The compilers have done an excellent 
job in arranging the material which ought to be preserved 
for future reference. —Ma com H. Harris, M.D. 


Year Book of Medicine 1958-1959. By Paul B. Beeson, M.D., et. al. 
Pp. 782. Price, $7.50. Year Book Publishers, Inc., Chicago, 
1958. 


Tuis vorumE is one of the 15 comprising the Practical 
Medicine Series of Year Books founded in 1900 and pub- 
lished continuously since then. The Year Book of Medicine 
is edited by six of the leading men in medicine today. 
In this traditional book, Dr. Paul B. Beeson, ensign pro- 
fessor of medicine of Yale University School of Medicine, 
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Practitioner's Bookshelf 


reviewed, abstracted and commented on most of the im- 
portant articles on infections from 1957 to 1958. 

In similar fashion, five other equally prominent experts 
reported on the fields of the chest; the blood and blood- 
forming organs; the heart; blood vessels: and kidneys; 
the digestive system and metabolism, successively. 

The title of the article, author and reference of the 
journals are conveniently outlined in each division. Well- 
chosen, reprinted photographs, demonstrations and charts 
are found throughout the book to supplement the articles 
explicitly. 

Not only is the subject matter extensive clinically, but 
the more important experimental articles are also re- 
viewed. For a composite picture of the advances in the 
field of medicine in a given time, no better book can be 
found. A thorough index and a well-outlined table of 


‘ contents make this book a must as a ready reference. For 


the busy practitioner, this Year Book of Medicine affords 
a good opportunity for keeping abreast of the latest de- 
velopments in all fields of medicine. 

—Legon G. SmirH, M.D. 


A Doctor Speaks His Mind. By Roger I. Lee, M.D. Pp. 120. Price, 
$3. Little, Brown ¢ Company, Boston, 1958. 


NOT ALL septuagenarians are trenchant writers. Dr. Roger 
Lee—in his 70’s—is no Churchill or Hoover. And after 
reading this slight rhetoric effort, one wonders how it 
ever found its way into print. It would be an understate- 
ment to say we find ourselves in disagreement with the 
publisher’s blurb that “This book is ‘must’ reading for 
anyone interested in the profession of medicine.” 

General practitioners will find comfort in the venerable 
author’s expressions of respect for their field of medicine. 
Dr. Lee observes that the thoughtful physician often finds 
that he does as much good in trying to persuade individuals 
they are well as he does in detecting defects. This, he 
says, is the peculiar function of the general practitioner. 
“I like to visualize him as a friend and general advisor to 
the patient,” he says. “Perhaps he has missed an oppor- 
tunity by casting sheep’s eyes at the specialists,” he 
concludes. 
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In brief chapters on a variety of unrelated topics, the 
author draws on an experience of more than 50 years in 
practice. He calls it a book of “musings.” Like most mus- 
ings, it really doesn’t get any place. 

—Mac F. Canal, 


Anomalies of Intestinal Rotation and Fixation. By Roberto L. Estrada, 
M.D. Pp. 161. Price, $6.50. Charles C Thomas, Springfield, 
Tll., 1958. 


THE TITLE describes the subject matter, which not only in- 
cludes descriptions of the mechanism of development of 
these anomalies but also symptoms, incidents and surgical 
procedures for treatment of same. The illustrations are of 
good quality and are plentiful. This text should be valuable 
to those concerned with pediatric congenital abnormalities 
of the intestinal tract, because of the great difficulty they 
present in diagnosis and treatment. 
—Eart L. MALONE, M.D. 


Anatomies of Pain. By K. D. Keele, M.D. Pp. 206. Price, $5.50. 
Charles C Thomas, Springfield, Ill., 1957. 


THis BOOK is an historic review of the various concepts of 
pain from ancient times to the present day. It consists of 
seven chapters dealing with the sensory heart, the Greek 
debate on the heart, brain and pain emergence of the cen- 
tral nervous system as the basis of sensation, the search for 


the sensorium commune, the discovery of the spinothal.- 
mic tract, twentieth-century pain mechanisms and thie 
structure of pain. In each chapter there is an orderly his- 
toric review of the work which has been done on the sub- 
ject, along with many interesting illustrations. 

Those of us who have studied the central nervous sytem 
and its various pathways will find in this book an intensely 
interesting review of the subject, plus many new facts. 

This volume has a different approach from most books, 
and the reader finds it very worth while in the study of pain 
and its many ramifications. 

—Raymonp S. McKEEsy, 


Drugs of Choice, 1958-1959. Edited by Walter Modell, M.D. Pp. 
931. Price, $12.75. C. V. Mosby Company, St. Louis, 1958. 


Tuts 1s a good book. It is impressive in size, printing and 
binding. Three of the 35 chapters, written by editor Walter 
Modell, are outstanding examples of clear medical writing. 
His first chapter, “Principles of the Choice of Drugs,” 
should be required reading for all doctors and medical 
students. It could be recommended also for advertising 
agencies of the manufacturing pharmacists. 

The enthusiasm of some men for new or experimental 
preparations and treatment may be dimmed by contempla- 
tion of Modell’s principles of the choice of drugs. These 
principles are not new, but rarely have they been set down 


eliminate 
the cause 
of iron 
intolerance 
...only 

30 mg. 

of iron 
daily 
provides 
full 
therapeutic 
response 


172 


NEW LOWEST 
DOSE IRO 


GP Volume XIX, Number 6 


14 
i 1 
Cary 
DN 
ji 
do 
S) F 
irc 
ai 
a DID 


er6 


so simply or with such a delightful sense of humor. Modell 
reminds us to check the statistical significance of scientific 
data and “‘if a difference is not significant, it is not a dif- 
ference and regardless of qualification should not be stated 
as one.”” He further reminds us that data must be of good 
quality or they may lead to statistically significant but erro- 
neous conclusions. 

The section on fluid and electrolyte balance is an exam- 
ple of confused medical writing, is full of jargon and without 
practical direction, except to emphasize the danger of over- 
doing fluid or electrolyte therapy. The editor should exer- 
cise his license for future editions. 


f Almy and Steinberg of Cornell write comprehensively of 


the drugs for gastrointestinal disturbances and, in the 
course of discussion, on the management of bedridden pa- 
tients. Patients would be happier if these principles were 
applied more widely. Not the least of these is the paragraph 
titled ‘Banish the Bed Pan.” 

The section by Modell on drugs for diseases of the heart 
is worthy of special attention and may help clarify con- 
flicting claims of manufacturers of digitalis glycosides. 


Each of the 35 chapters covering a special field of drug 
usage is appended by a drug index listing all of the trade 
preparations and the available dosage forms. These listings 
are helpful but would be more useful if they were collected 
at the rear of the book. 


While the writing has all the defects of a multiple- 
authored book, most of this material is valuable to anyone 
in practice. There is an attitude of nihilism pervading all 
of the discussions, which removes it once from the usual 
pharmacology textbook and twice from the PDR or manu- 
facturers’ literature. —Rosert H. Tinker, M.D. 


Management of the Patient With Headache. By Perry S. MacNeal, 
M.D., Bernard J. Alpers, M.D. and Wm. R. O’Brien, M.D. 
Pp. 145. Price, $3.50. Lea and Febiger, Philadelphia, 1957. 


HEADACHE Is a subject of utmost importance to the general 
practitioner. Often the patient with a headache is a cause of 
a headache for the doctor, but this book will be of great 
assistance. It is well written and the type is easy to read. 

The text starts with the discussion of the organic mecha- 
nisms of head pain and the relationship to the clinical history 
of head pain. It discusses the different types of headaches 
and whether the type of headache or head pain is char- 
acteristic of the various disorders. It discusses very well the 
psychologic mechanisms of head pain and the psychologic 
make-up of the patient as a factor in the type of headache. 
The authors stress the need for and tell how to obtain a 
detailed history of the symptom, a sound estimate of the 
patient’s personality and a knowledge of all the factors 
which provide the basis for a personality study. They then 
discuss the vascular mechanisms of head pain and differ- 


DN OVERLOAD IS UNNECESSARY—this unusually 
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Here’s Real Help for 
the Busy Practitioner 


Just Published! DuVries 


SURGERY OF THE FOOT 


Here for the first time is an abundantly illustrated book 
which discusses virtually all of the common surgical foot 
problems you may encounter in practice. While other books 
deal amt 8 with the extreme disabilities, this practical vol- 
ume covers the “minor” injuries, infections, burns and freez- 
ing, sprains, tumors and cysts, skin disorders, deformities 
and many other foot problems—cases that could and should 
be handled by the general practitioner. Dr. DuVries shows 
you how to examine the foot and make an accurate diag- 
nosis; presents concise but detailed treatment in step-by-step 
form; and discusses general operative principles. Many of 
his procedures have never been published before. 

By HENRI L. DuVRIES, M.D., B.Sc., D.S.C., Clinical Instructor in Surgery, Chicago 
Medical Schoo!: Attending Surgeon, Columbus Hospital, Mother Cabrini Hos- 


pital, and Frank Cuneo Hospital, Chicago. Just Published. Approx. 494 pages, 
6%" x 9%", 403 illustrations. Price, $12.50. 


Soor.-to-be-Released! Flatt 


THE CARE OF MINOR HAND 
INJURIES 


This new pocket-size book can be valuable to virtually 
every general practitioner since it deals with “minor” hand 
injuries that he can safely treat on an out-patient basis. A 
“how-to-do-it” guide, this book explains in detail the treat- 
ment for all types of direct trauma to the hand, and burns, 
infections, bites, frostbite and other less common injuries. 
Although emphasizing “minor” hand injuries, this book has 
a wide application to and covers such material as immediate 
replacement of skin loss. Based on the author’s personal 
experience in an out-patient clinic, this book classifies hand 
injuries and presents in detail one safe, practical method of 
treatment. It is arranged and indexed for quick, easy refer- 
ence and is well illustrated with actual case photographs. 


By ADRIAN FLATT, M.A., M.D. Assistant Professor of Orthopedic 
State Univ: lowa. Ready next month. Approx. pages, 6%" 
x Ove". 123 illustrations. About $9.00. 


Order on 10 Day Approval From 


The C. V. Mosby Company ; 
| 3207 Washington Bivd., St. Louis 3, Mo. | 
| Dear Sir: a 

send me on 10 day approval a copy of the book (s) checked below. | 


Please 
1 understand that if | am not completely satisfied, | can return the book (s) 
within 10 days with no charge or obligation. If remittance is enclosed, pub- 


| lisher pays the mailing charge. | 
Payment enclosed DC Charge my account 
l (Same return privilege) ; 
| 0 DuVries, SURGERY OF THE FOOT..................2.0..... $12.50 | 
| Flat, THE CARE OF MINOR HAND INJURIES About $ 9.00 | 
| Or | 
Address 
| City Zone State | 
| GP-6-59 


entiate between the different types of vascular disturbances. 

This is followed by a chapter on headaches as a symptoin 
of the systemic diseases which include the cardiovascular 
disorders and infections and metabolic diseases. The most 
important chapter is devoted to the differential diagnosis 
and treatment of head pain, which includes local intra- 
cranial lesions, tension headaches, psychogenic headaches, 
vascular headaches and extracranial causes of headaches. 

The last chapter is on the final diagnostic techniques 
which are helpful in trying to establish definite diagnoses as 
to the cause of a headache. 

This book is so well written that when one has studied it 
through, he has a feeling that he will be able to cope intel- 
ligently with patients who present themselves with 
headaches. —A. J. FRANZI, M.D. 


Office Gastroenterology. By Albert F. R. Andresen, M.D. Pp. 707. 
Price, $14. W. B. Saunders Company, Philadelphia, 1958. 


OFFICE GASTROENTEROLOGY is a thorough compilation of the 
most important medical knowledge concerning the gastro- 
intestinal tract. Andresen discusses each section under the 
headings of anatomy, physiology, symptomatology, diag- 
nosis and treatment. Although well-outlined and easy to 
read, it has relatively few illustrations to visually depict the 
subject matter. In spite of this, it would be an excellent 
text for medical students and constitutes a worthwhile 
review for a busy internist or general practitioner. 

Dr. Andresen outlines his book under the following sec- 
tions: diseases affecting the entire gastrointestinal tract, 
displacements of the tract, diseases of the different organs 
of the abdominal cavity, including the esophagus, stomach, 
bowel, appendix, liver, biliary system and the pancreas. 
Finally, he discusses the general diseases that may produce 
manifestations in the gastrointestinal tract, such as tuber- 
culosis, lues, mycotic diseases, cardiovascular, respiratory 
and genitourinary diseases. Each section is treated con- 
cisely with the latest physiologic information and modern 
therapy. 

In short, Office Gastroenterology is a complete, well- 
presented treatise of diseases of the gastrointestinal tract 
that would be a valuable addition to the library of general 
practitioners. —Robert A. PRICE, M.D. 


Physical Diagnosis. 14th ed. By F. Dennette Adams, M.D. Pp. 926. 
Price, $12. Williams and Wilkins Company, Baltimore, 
1958. 


ALTHOUGH MANY of the older physicians would recognize 
this book as having been originally authored by Dr. 
Richard Cabot in the first 11 editions, Cabot and Adams 
from 1938 to 1942 (twelfth edition), and since then by 
Dr. Dennette Adams, this is still the best text of its kind. 

It is precise and clear in all phases of physical examina- 
tion and encourages the physician to depend on his own 
resources first and to use the laboratory examinations to 
corroborate his findings and diagnoses. The text starts at 
the head and works down the body, in logical fashion, 
through all the systems. It includes electrocardiography, 
showing how to take the graphs properly and read them. 
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The book also devotes a large amount of space to the heart 
and related diseases. 

I found this text a fine review, with excellent pictures and 
diagrams that help the reader assimilate much material in 
reasonable time. I would recommend that many physicians 
might well read or reread this book on physical diagnosis. 
Many careless methods might be improved and much can 
be learned to improve care and diagnostic procedures for 
the patients’ welfare. E. Conrab, M.D. 


The Diagnosis and Treatment of Pulmonary Tuberculosis. By Paul 
Dufault, M.D., A. Reynolds Crane, M.D. and Oscar Feinsilver, 
M.D. Pp. 426. Price, $9. Lea and Febiger, Philadelphia, 
1957. 


TREMENDOUS CHANGES in the management of tuberculosis 
call for a review of the subject in general with emphasis on 
recent advances in diagnosis and treatment. This text is a 
neat one, for despite its almost pocket size it manages to 
cover fully all the important aspects of pulmonary tuber- 
losis. 

The opening chapter, an historic review of tuberculosis, 
is followed by a discussion of the tubercle bacillus, how it 
enters the body, the reaction of the body to its presence, the 
manner in which it spreads and the symptoms it produces. 
The discussion of laboratory methods is concise and com- 
plete and includes a discourse on sensitivity testing. 

The radiologic examination of the chest is placed in its 
proper perspective, and illustrations of the most frequently 
encountered roentgen patterns are shown. The discussion 
of differential diagnosis includes constitutional diseases as 
well as diseases of the lungs which may simulate tubercu- 
losis. Here, too, there are excellent roentgen reproductions. 

General treatment and specific therapy, including chem- 
otherapy collapse methods and surgery, are dealt with on 
the basis of modern knowledge. These chapters are excep- 
tionally well done and offer the reader current knowledge 
of these dynamic concepts in succinct fashion. 

Other features include chapters on pathology and pul- 
monary function as well as considerations of the mental 
and social aspects of tuberculosis. 

This volume is an important addition to the writings on 
tuberculosis and will be found most useful as a practical 
guide for medical students and physicians in general prac- 
tice. —Sot Katz, M.D. 


Clinical Obstetrics and Gynecology, Vol. 1, No. 2. Toxemias of 
Pregnancy. Edited by Louis M. Hellman, M.D. Fibromyomas 
of the Uterus. Edited by Robert A. Kimbrough, M.D. Pp. 544. 
Price, $7.50. Paul B. Hoeber, Inc., New York, 1958. 


Tuts is ONE of the quarterly books of clinical obstetrics and 
gynecology dealing with toxemias and fibroids. 

The first section on toxemias, edited by Dr. Louis Hell- 
man, discusses fluid balance, renal function and circulation 
changes. Also included are the currently accepted methods 
of prevention as well as treatment of pre-eclampsia and 
éclampsia. The chapters are short, well written by out- 
standing authorities, and of interest to all physicians who 
practice obstetrics. 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate 
Ascorbic acid . 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate ..........0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 
(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85 % of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) 

Potassium salicylate 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 


The second section of the book deals with detection and 
treatment of fibroid uterus. Included are the symptoms, 
signs and treatment. Discussed are the surgical indications 
and procedures that produce the most satisfactory results. 

Radiation therapy is discussed, as well as the problems 
caused by fibromyomas such as urinary disturbances, 
sterility and their effect on pregnancy. The chapters are 
very readable, well illustrated, and with less overlapping of 
subjects than one usually sees in this type of book. 

This book offers a good review for general practitioners 
and specialists alike. —James D. Murpny, 


The Acute Abdomen, 2nd ed. By William Requarth, M.D. Pp. 313. ; 
Price, $6.50. The Year Book Publishers, Inc., Chicago, 1958. COS A-TERR AMYCI N° 
Tuis BOOK presents discussions of the diagnostic problems oxytetracycline with glucosamine ee 
in the acute abdomen. It also presents methods in arriving “ : 
at a correct diagnosis. Although operations are discussed 
in principle, the details of operative technique have been : peach Sevored, neath flavored, — 
omitted. 125 mg. per tea- 1L00'mg. per ce. 
In the acute abdomen, diagnosis is often difficult, ce.), 6. rop) 
especially in the early stages where various manifestations x (with calibrated 
may be few in number. This volume correctly emphasizes es is eee 
the fact that in an emergency it is more essential to make i? AU? ere ae 
a correct decision as to whether or not operation is in- . . : 
dicated than it is to make the correct diagnosis. — cel ies, 
Some emergency conditions are related to trauma while Division, Chas. 
others are spontaneous or secondary to pre-existing disease. Brooklyn 6, N. Y. 
Nontraumatic lesions, because they develop suddenly, 
usually give rise to infection. Therefore, traumatic and 
nontraumatic conditions must be studied together, as 
lessons gained from one may be applied to the other. 4 - 
The text reads smoothly and is easily understandable. 150,000 PHYSICIANS = 
Throughout the book, the author describes various ma- THE WORLD OVER DEPENA ON ‘ 


neuvers and tests which might be of value in diagnosis. . ; 

Illustrations beautifully and effectively make their point. THE INTEGRITY BEHIND THIS NAME 

Clinical manifestations are presented in detail. The author s :. 

has succeeded admirably in his purpose of assisting those | 

called upon to treat emergency conditions of the abdomen. ae 
Any doctor who is called upon to treat or diagnose any . 


acute disease in the abdomen can receive a great deal f , 
of benefit from this volume. 
—Matcom E. ps, M.D. 


Convulsive Disorders of Children. By Dora Hsi-Chih Chai, M.D., CARDIOGRAPH CARDIOSCOPE 

Ralph Druckman, M.D. and Peter Kellaway, Ph.D. Pp. 140. DEFIBRILLATOR +HEARTPACER 

Price, $6. W. B. Saunders Company, Philadelphia, 1958. - ELECTROSURGICAL UNITS 
Tus Book deals with the basis of seizure manifestations 
the various types of convulsive seizures and disorders 
that are manifest in children. The management of various Bie : 
types of seizures is taken up in detail, along with appropri- INFRARED ULTRAVIOLET 
ate diagnostic measures to determine their classification ; 2 GALVANIC UNITS 
and a drug table is given. 

The book is unusually readable. Illustrations are few but 
most appropriate. The figures used to represent electro- 
encephalographic findings are very helpful. 

I can recommend this book wholeheartedly to the general 
practitioner who deals with children. 

—NorMan R. Boouer, M.D. 
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CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“Mysoline” provided improvement to marked control 
in 49% of the patients. 


~The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 
in the control of grand mal and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 


*Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 


New York 16, N. Y. Montreal, Canada 


“‘Mysoline” is available in the United States by arrangement with Imperial Chemica! Industries, Ltd. 
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Tue 1959 State Officers’ Conference will pull into 
Kansas City September 26-27 at Hotel Muehlebach. 
As disclosed at the recent Assembly in San Francisco 
a railroad motif will be carried out. 

Engineering the conference will be SOC committee 
members, Dr. Carroll Witten of Louisville, Ky.; Dr. 
Paul Read of Omaha, Neb.; Dr. Richard Bellaire, 
Saranac Lake, N.Y. and Dr. Carroll Andrews of 
Sonoma, Calif. Advisor to the committee is Mr. Don 
Jackson, executive secretary of the Texas chapter. Dr. 
Witten, as committee chairman, will be the head con- 
ductor. 

A practical program slanted to the chapters’ needs 
is being planned which will get under way at 9 a.M. on 
opening day, Saturday, September 26. The first part 
of the morning program will be devoted to chapter 
office operations. Topics to be included are: Recruiting 
and Enrollment; Transfers and Change of Status and 
Address; Reporting of Postgraduate Study and Re- 
election ; Collection of Dues and Automation in Office 
Operations. 

The remainder of the Saturday morning program 
will cover chapter communications. Falling under this 
division will be: Methods of Communications with 
Members; Purpose of Chapter Publications; Improv- 
ing Chapter Publications. 

The Saturday afternoon program will encompass two 
very significant areas—hospitals and undergraduate, 
graduate and postgraduate training. Under hospitals, 
the discussions will be divided into three divisions— 
problems in a small community; problems in a me- 
dium-sized community and those in a metropolitan area. 
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State Officers’ Conference on September 26-27 To Have Railroad Theme 


Most Urgent, Useful Topics for Chapters 
Scheduled on Program by SOC Committee 


The three phases of training will also be covered in 
separate presentations. The lead off topic will be 
Preparing the Medical Student for General Practice, 
followed by Graduate Preparation for General Practice 
and Postgraduate or Continuation Study. 

Following each of the over-all subject discussions on 
both Saturday and Sunday time will be allotted for 
discussion periods with the audience. 

This year, the Sunday program will be concluded 
by 1 p.m. so that chapter officers may have the after- 
noon to return to their homes. 

A vital session on legislation and public policy is 


Crewmen for the SOC Express—Members of the State Officers’ Con- 
ference Committee picked the closing session of the Congress of Dele- 
gates in San Francisco’s Fairmont Hotel for a trial run for the 
annual conference this fall. Shown at the speaker’s lecturn is 
Head Conductor Carroll Witten. To the right (next to Dr. Witten) are 
Fireman Richard Bellaire and Engineer Paul Read. To the left is 
Brakeman Don Jackson. 
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the anatomy of touelt...ExXQuisitE SENSIBILITY 


An alert and exquisite “fifth sense” in clinical diagnosis is tactile sensibility, as, 
for example, in discerning the presence and quality of a nodule in the thyroid. 


Patients esteem their own tactile sensibilities, as well, and notably in the choice of a prophylactic, 
RAMSES,® for example, in which utmost sensitivity is preserved —“built-in.” The superior pro- 
phylactic, RAMSES is a tissue-thin rubber sheath of amazing strength, of solid clinical reliability, 
and yet smooth as silk, transparent as gossamer, almost out of human awareness. 


RAMSES enables the physician to rely on rigorous cooperation for putting an end to the cycle 
of re- and re-infection with Trichomonas,' due most often to unprotected sexual intercourse.? 
Without imposition, or deprivation, for the sake of cure, routinely using RAMSES will assure 
positive clinical control with a minimum of awareness, for in RAMSES the sensitivity is “built-in.” 


TT 1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 


Pacini’s corpuscle 


Meissner’s corpuscle 
(pressure sensibility) 


(tactile information) 


Ruffini’s spindle 
(warmth 


ONE DOZEN GENUINE TRANSPARENT 


— 


Sit 


RUBBER PROPHYIACTICS 


RAMSES* 


PROPHYLACTICS 


2. Giorlando, S. W., and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 


JULIUS SCHMID, ENC., 423 West 55th Street, New York 19, N. Y. 
Perrririty eeseeseseceesees RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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being scheduled for Sunday morning and plans are 
being made to have some of the nation’s leaders in this 
field as participants. Planned topics are: Current 
Legislative Issues; Influencing Legislation; and As the 
Congressman Sees Medicine’s Problems. 

The final formal presentation will be on pension 
plans and insurance. 

Closing out the conference will be a new form of 
discussion which will allow chapters of similar size to 
discuss mutual problems. In keeping with the railroad 
theme, these discussions will be called ‘‘roundhouse” 
sessions. Chapter officers will be divided into three 
groups—those from large chapters, those from medium- 
sized chapters and those representing small chapters. 


Moderating each of these “roundhouse” sessions 
will be one chapter officer, one member of the SOC 
committee and one Headquarters staff member. 

An especially entertaining program is being arranged 
for the annual banquet which will be held on Saturday 
evening in Hotel Muehlebach’s Grand Ballroom. 

This year, a hospitality room will be maintained at 
the Muehlebach for the ladies. The visiting and local 
wives will be invited to drop in for coffee, conversation 
and cards. 

At a recent planning session in Kansas City the 
committee agreed that there will be a $50 deductible 
travel reimbursement for one official representative 
from each state chapter. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


As CONGRESS APPROACHES the close of its 1959 session, 
interest in legislation dealing with medical services is 
centered on that which would establish federal respon- 
sibility for health care of social security recipients in 
this country. 

The issuance a few weeks ago of a detailed factual re- 
port on various methods of financing health care and 
hospitalization of persons in plus-65 brackets intensi- 
fied congressional concern with this subject. It is a 
concern that will assume mounting political importance 
in the next 16 months, for the steady rise in numbers of 
“senior citizens” makes them a potent force at the 
polls, 

It is noteworthy that this report to the House Ways 
and Means Committee by Secretary Arthur S. Flemming 
of the Department of Health, Education and Welfare 
elicited praise from one of the Administration’s sever- 
est critics, vocal George Meany, president of the 
AFL-CIO. 

While President Eisenhower and his official family 
have consistently veered away from welfare proposals 
that would increase government’s stature in the medical 
care picture, besides costing the Treasury considerable 
money, the overtones of this report are hardly un- 
sympathetic to the idea of, say, the Forand Bill. 

“Secretary Flemming is to be congratulated on the 
thoroughness and objectivity of this report,” com- 
mented Meany. “It cuts through the fog of poisonous 
misinformation with which opponents have attempted 
to choke the Forand Bill. Overwhelming statistical evi- 
dence now supports what our members have known 
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right along—that retired workers have incomes too 
low to meet the rising costs of medical care.” 

At several places in the 117-page monograph on 
alternative means of paying for treatment of the aging, 
Secretary Flemming emphasizes that no recommenda- 
tions are supplied, by implication or otherwise; that 
his analysts and technicians have sought only to 
supply facts for guidance of Congress. | 

“In our society,” he says in his introduction, “the 
existence of a problem does not necessarily indicate 
that action by the federal government is desirable. 
The basic question is: 

“Should the federal government at this time under- 
take a new program to help pay the costs of hospital or 
medical care for the aged, or should it wait and see 
how effectively private health insurance can be ex- 
panded to provide the needed protection for older 
persons?” 

The Flemming report describes utilization of volun- 
tary health insurance coverage by companies and the 
nonprofits. It explores pathways into which the con- 
troversial Forand Bill might lead. Despite its striving 
for meticulous objectivity, the over-all work has an 
overtone of federal inevitability. All of which is cause 
for speculation whether the Eisenhower Administration 
will endorse at least a diluted version of the Forand 


Bill in 1960. 


To Investigate Doctor Shortage 


A New York Republican, Rep. Francis Dorn, is ask- 
ing Congress to establish a special commission to in- 
vestigate what he calls the shortage of doctors in this 
country. He is sponsoring a bill (HR 6417) to that end. 

Section 8 of the Dorn Bill delineates the commis- 
sion’s duties as follows: 
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Relieves “incessant itching” and inflammation 


« Eradicates Pseudomonas and other common 
causes of otitis 


¢ Helps restore normal acid mantle 
Rarely sensitizes 


Contains: ‘Aerosporin”® brand Polymyxin B Sulfate, Neomycin Sulfate, and 
Hydrocortisone {free alechol) in a sterile, slightly acid, aq 
Available in bottles of & ee. 


for infected 
and inflamed ears 


§ sogginess” of ear 


« Eradicates Psewdomonas and other common 
causes of otitis 


e Hygroscopic 
» Antifungal for Monilia and Aerilins 


’ « Heips restore normal acid mantle 


« Rarely sensitizes 
Contains: ‘Aerosporin’® brand Polymyxia B Sulfate in Propylene Clycol j 
with 1% Acetic Acid, Sterile. 

Available in dropper botties of 10 cc. 
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**The Commission shall conduct a full and complete 
investigation and study of the shortage of doctors of 
medicine in the United States, giving particular atten- 
tion to: 

**(1) the policy of medical colleges in the United 
States of limiting the number of students admitted to 
study medicine; 

(2) the number of doctors of medicine being 
graduated annually from medical colleges in the United 
States ; 

**(3) the extent to which hospital administrators in 
the United States are required to seek doctors of 
medicine in foreign countries for the purpose of invit- 
ing such doctors to serve internships in the United 
States ; 

**(4) how many citizens of the United States who can- 
not gain admittance to medical colleges in the United 
States are going to foreign countries to study medicine; 
and 

**(5) the extent to which the several states of the 
United States and the District of Columbia permit 
doctors of medicine who have been graduated from 
medical colleges in foreign countries to practice medi- 
cine in such states or the District of Columbia.” 


The President, the Speaker of the House and the 
President of the Senate (Vice President) would each 
appoint four members to the commission. It would 
make a final report to Congress one year after the law’s 
enactment. 


Doubt on Employee Health Insurance 
Although public hearings were held in April on the 


question of federal government furnishing its em- 
ployees medical care and hospitalization insurance, it 
is highly doubtful whether an enabling bill will be 
enacted by Congress this year. 

While favoring prepaid coverage of employees and 
their dependents in principle, the Administration is 
reluctant to go along with a labor-sponsored bill which 
it estimates would cost the Treasury a quarter-billion 
dollars annually. 

Also, there is sharp division between the govern- 
ment and employee unions on division of premium 
costs, free choice of insurance carriers, contractual 
limitations and other issues. 


Also see the AMA Washington Report, page 245. 


AMA President Urges Mandatory Program 
To Force Physicians To Keep Pace 


A MANDATORY PROGRAM to force physicians to keep 
pace with medical progress has been proposed by Dr. 
Gunnar Gundersen, president of the American Medical 
Association. 

Speaking in Chicago at the recent annual dinner of 
the Federation of Medical 
Boards of the United States, 
Dr. Gundersen said “some 
definite stimulus’? was 
needed. 

Asa check on physicians, 
the AMA president pro- 
posed that they be re- 
examined at regular inter- 
vals. He feels that his 
suggestions should be con- 
sidered immediately, not 
five or ten years from now. 

Unless there is such a 
goal, he said, “years of ex- 
perience” indicate that the 
quality of medical care will 


Gunnar Gundersen, M.D. 
AMA President Gundersen 
proposes mandatory program 
—re-examination or re- 
quired postgraduate work— 
for nation’s physicians. 
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not be uniformly of the “high standard that the public 
has every right to expect.” 

It is necessary, he believes, that medical men look 
at themselves with “searching eyes and a critical mind.” 

Dr. Gundersen suggested a program that could 
include one of the following points or a combination 
of them: 

(1) Holders of medical licenses must demonstrate 
at intervals, through re-examination, that “they have 
retained important basic knowledge and competencies 
and have kept up to significant advances.” 

(2) Licensing boards could require that licensed 
physicians participate regularly in ‘acceptable pro- 
grams of continuing medical education.” 

(3) Re-examination, postgraduate education, or 
both, should be requirements for continuing member- 
ship in “organized medicine, specialty and other 
medical associations.” 


AMA Approves Hypnosis Committee; Is Aloof 
From American Board of Medical Hypnosis 


RECENT DECLARATIONS by the Board of Trustees of Amer- 
ican Medical Association have reported approval of the 
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Peritrate 


brand of pentaerythritol! tetranitrate 


common denominator: a.p. 


MORRIS PLAINS, N.J, 


Worlds apart—plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise | 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudden 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 

Broad coverage protection for 

each patient is afforded by a 
Peritrate formulation in terms of 


daptable 
rophylaxis 


“basic therapy” 
Peritrate 20 mg. 


for the apprehensive patient 
Peritrate with Phenobarbital 


for congestive failure 
Peritrate with Aminophylline 


for convenient 24-hour protection 
Peritrate Sustained Action 


to relieve the acute attack 
Peritrate with Nitroglycerin 
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establishment of an AMA Committee on the Medical 
Use of Hypnosis and also clarified that the recently 
announced American Board of Medical Hypnosis is not 
connected in any way with the AMA or its Council on 
Mental Health. 

The new Committee on the Medical Use of Hypnosis 
which has been established by the AMA’s Council on 
Mental Health will concern itself chiefly with the 
problem of implementing the suggestions and ideas ex- 
pressed in the council’s report on the medical use of 
hypnosis which has been approved by the Board of 
Trustees and the House of Delegates. 

The committee is composed of Drs. Harold Rosen, 
Baltimore, chairman; Zigmond M. Lebensohn, Wash 
ington, D. C. and Louis J. West, Oklahoma City, Okla. 

While the Journal of the American Medical Association 
(January 3, 1959) carried a notice concerning the 
American Board of Medical Hypnosis, the trustees 
emphasize that this in no way indicates that this 
“board” is connected with or approved by the AMA or 
its Council on Mental Health. This American Board 
of Medical Hypnosis has presumably set itself up to 
serve as a certifying body for physicians using hypnosis. 

The AMA trustees say it is believed that two or 
three such groups have been set up in the United 
States. 

Says the JAMA: “‘They (American Board of Medical 
Hypnosis) seemingly allege in their announcements 
that they are functioning in collaboration with the 
Association or with the Council on Mental Health 
which definitely is not so. The general, and as yet un- 


Plan World Conference on Medical Education— These committee chair- 
men are shown at a recent planning session in Chicago where they 
brepared for the big conference this fall. Left to right are Dr. W. C. 
Bornemeier, representing the Illinois State Medical Society; Dr. Glen 
R. Shepherd, assistant secretary of the AMA’s Council on Medical 
Education and Hospitals; Miss Margaret Natwick of New York, 
executive assistant of World Medical Association; Thomas R. Gardiner 
of Chicago, co-chairman of the conference technical exhibits; Dr. 
Robert A. Moore, dean of the College of Medicine, State University of 
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official, opinion of our Council’s newly formed Com- 
mittee on Hypnosis is that hypnosis itself has so far 
not advanced to the point where it can be considered a 
specialty apart from other medical specialties or apart 
from medicine in general.” 


World Medical Education Conference To Draw 
Worldwide Attendance to Chicago This Fall 


1,500 2,000 persons from all over the 
world are expected to attend the Second World Con- 
ference on Medical Education which will be held 
August 29 to September 4 in Chicago. 

At a recent planning session in Chicago, committee 
chairmen for the conference met to discuss the pro- 
gram. The seven-day conference, sponsored jointly by 
the great world. bodies of medicine, including the 
World Medical Association, will provide a common 
ground for the free exchange of scientific information 
and experiences between countries. 

Collaborating with WMA in sponsoring the confer- 
ence are the World Health Organization, Council for 
International Organizations of Medical Sciences and 
the International Association of Universities. 

President Eisenhower, who has been keenly inter- 
ested in the financial problems of medical schools 
since his days at Columbia University where he helped 
to organize the National Fund for Medical Education, 
is patron of the conference. 


Dr. Raymond B. Allen, chancellor of the University 


New York, Brooklyn; Dr. George F. Lull of Chicago, retired secretary 
and general manager of American Medical Association; Dr. Myron 
E. Wegman of Washington, D. C., World Organization representa- 
tive and secretary general of the Pan American Sanitary Bureau; 
Mrs. Clara Lewinter of New York, executive secretary of the Second 
World Conference on Medical Education; Dr. Victor Johnson, director 
‘of the Mayo Foundation for Medical Education and Research and 
Dr. Louis H. Bauer, secretary general of World Medical Association 
and a former AMA president. 
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A good day’s work without fear of angina 
...on Metamine’ Sustained, b.1.d.’ 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (4 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Looming Co Ine New York 17. 


ali night 


1, Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 
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of California, Los Angeles, will serve as conference 
president. The conference theme this year is “Medi- 
cine—A Lifelong Study.” 

On the program which will be held at the Palmer 
House, there will be 125 speakers from about 50 
countries. All business, including lectures, will be 
translated simultaneously into English, French and 
Spanish. 


Members with Evidence of Insurability 
Can Still Join New AAGP Group Life Fund 


On Jury 1 the new AAGP Group Life Fund which 
offers low-cost, high-benefit term insurance goes into 
effect. All eligible Academy members, except those 
residing in Ohio, Texas and Wisconsin, can still en- 
roll in the program merely by offering evidence of 
insurability. 

In Ohio and Texas, specific laws prohibit offering 
group life insurance. In Wisconsin, the insurance 
commissioner has requested that no further solicita- 
tions be made until the state’s attorney general issues 
an opinion on the matter. At the present time Wiscon- 
sin state statutes do not provide for this kind of in- 
surance. 

The Academy’s Insurance Committee points out 
that for a single premium of $90 a year eligible mem- 
bers can be assured of the highest amount of protection 
at the time of greatest need. 

Concerning the relative merits of such a policy, the 
committee refers to the following statement which ap- 
peared in the article, ‘Do You Own the Right Life 
Insurance,” by Michael H. Levy (January, 1957 Medical 
Economics). The article states: 

“Next to GI insurance, group life is the lowest-cost, 
highest-coverage form of term insurance available. Un- 
fortunately, most physicians can’t qualify for it, since 
it’s usually offered only to persons who are employees. 
But some professional groups have recently made it 
available to their members. If you ever have a chance 
te join a group life insurance plan, better get into the 
act. The savings can be substantial.” 


Illinois Survey Finds Marked Improvement 
In State’s Physician-Hospital Relationship 


A MARKED IMPROVEMENT in the general practitioner’s 
hospital relationship in Illinois was shown in a survey 
recently completed by the Prairie State chapter’s com- 
mission on hospitals. 

The commission, headed by Dr. Franz Steinitz and 
composed of Drs. Carleton R. Smith and Gerard J. A. 
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Dundon, compared the 1958 findings with those made 
in a similar survey in 1955. This year’s report showed 
that, in answer to the question, “Is there a restriction 
of General Practitioner’s activities in the hospital, 
though he is qualified?” only 18 per cent said “tyes,” 
compared to 23 per cent in 1955. Therefore 82 per 
cent of the physicians answering the Illinois survey 
found no restrictions on their activities, compared to 
77 per cent in 1955. 

Further findings on the survey published in Illinois 
chapter’s Family Physician showed that more hospitals 
have departments of general practice; more general 
practitioners are voting members of hospital staffs; 
more hospital staffs are governed by general practi- 
tioners and fewer qualified general practitioners are 
restricted in their hospital privileges. Also, there is 
more provision to allow general practitioners to obtain 
privileges by demonstrating their ability ; fewer general 
practitioners are restricted on their admission of pa- 
tients; more and more the hospital privileges are de- 
termined by the credentials committee rather than 
other individuals or groups; more and more the gen- 
eral practitioner is represented on the credentials 
committee ; more general practitioners are contributing 
to the educational program of the interns and residents 
in the hospital and more general practitioners are being 
invited to these educational programs. 

One heartening gain was shown in answer to the 
question, “If full attending, are you a voting member 
of the staff?” Results were: 


1958 1955 
Yes 92.5 per cent Yes 86 per cent 
No 7.5 per cent No 14 per cent 


In a breakdown of the answers to questions about 
staff government it was shown that, in 1958, 55 per 
cent of the staffs were governed by general practitioners, 
only 6 per cent governed by surgeons, 21 per cent 
governed by groups of specialists, 15 per cent governed 
by department heads and the remaining 3 per cent 
split among miscellaneous groups. 

In answer to the question, ‘Does your hospital have 
a department of general practice?” 56 per cent said 
“yes,” 44 per cent, “no.” Of those who answered 
“no,” 66 per cent stated that there was no necessity 
for it in their hospital. Sixteen per cent of those an- 
swering “‘no” gave various reasons, 8 per cent were 
in rural or Hill-Burton hospitals, 2 per cent said there 
were not enough general practitioners and 8 per cent 
gave no reasons for saying “no.” 

Further answers to several of the questions included 
in the survey are: 

“‘Does your hospital staff have its own constitution and 
by-laws ?”’ 
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NIATRIC 


TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. , 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Niatric contains: Each Tablet: § ce. Elixir: e Niatric protects capillary integrity 


109 100 e Niairic prevents brain tissue hypoxia 


Ascorbic Acid 


Bioflavonoids 
Al Send now for samples and literature ... 


Tablets, bottles of 100 and 500. 
oom Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 
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Yes—99 per cent + No—less than 1 per 


cent 


“Does your hospital have a resident in the various 
departments ?”? 


50 per cent had none. 

3 per cent had residents in general practice. 
47 per cent had residents in the other special- 
ties. 


“For what procedures does your hospital require ob- 
stetrical or gynecological consultations ?’’ 


92 per cent answered that they were required 
for: 

STERILIZATION 

HIGH FORCEPS 

CESAREAN SECTIONS 


“In case your hospital requires such consultations, does 
the consultant— 


Examine your patient? Yes 94 per cent 
No __ 6 per cent 

Accept your statement 
of indications? Yes 69 per cent 
No 31 per cent 


Charge for his 

services ? Yes 35.5 per cent 
No 64.5 per cent 
(10 per cent of those who answered this 


stated that the charge was “optional”) 


“Are recently graduated general practitioners allowed 
privileges similar to those of older men ?”? 


1958 1955 
Yes 45.5 per cent Yes 58 per cent 
No 54.5 per cent No 42 per cent 


“Is there provision to allow general practitioners to 
obtain privileges by demonstrating their ability?’ 


1958 1955 
Yes 81.5 per cent Yes 79 per cent 
No 18.5 per cent No per cent 


The following breakdown answered the question, 
“Who establishes or determines privileges of various 
groups of men??? 


1958 
Credentials Committee 42 _ per cent 
Staff 


1955 
20 per cent 
26 per cent 33 per cent 


Executive Committee 18 percent ‘6 per cent 
Department Heads 7 per cent 13 per cent 
Executive Board 2.5 per cent 17 per cent 
Surgical Committee 2.5 per cent 


Clique per cent 
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“Is there a general practitioner in this group ?”’ 
(Which determines privileges of various groups of 
men.) 


1958 1955 
Yes 89 per cent Yes 80 per cent. 
No 11 per cent No 20 per cent 


“Do you contribute to the educational program of 
interns and residents in your hospital ?’’ 


1958 1955 
Yes 58 per cent Yes 54 per cent 
No 42 per cent No 46 per cent 


Of those answering “yes” to the above question, 36 
per cent contributed lectures, 25 per cent teaching, 
20 per cent ward rounds, 7 per cent clinical instruc- 
tion, 1.5 per cent library work, 1.5 per cent office visits, 
1.5 per cent case reports and 1.5 per cent contributed 
money. 

In summary, the Illinois commission felt that though 
there seems to have been an improvement in hospital 
conditions in general, there is still room for more, 
especially where it was shown that fewer recently 
graduated general practitioners are allowed privileges 
similar to the older men. It was also shown that the 
Board of Health regulations seem to be becoming 
increasingly restrictive. 


Mental Health Role—Two members of the Academy’s Committee on 
Mental Health were among eight AAGP members who presented 
scientific exhibits at the San Francisco Assembly. Dr. M. C. Wiginton, 
committee chairman, and Dr. Richard H. Gwartney of San Bernar- 
dino, Calif. teamed together to present ‘The Family Doctor’s Role in 
Mental Health.’’ Chairman Wiginton (left) is shown explaining the 
training plans to two of the booth’s visitors—Dr. Basil M. Merrell, 
Rockville, Ind. and Dr. Aaron Gourse, Sacramento, Calif. 
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EIFFER 
uality... 


HAVE BEEN INSEPARABLE! 


Since 1885 THE PFEIFFER Co. has maintained 
a standard of superior quality unsurpassed in the 
drug industry. 


Constant research and development insures con- 
tinuance of this high standard and, in addition, 
brings to you proven preparations to enhance your 
armamentarium. 


SAMPLES FOR 
CLINICAL TRIAL 
ON REQUEST 


An Outstanding “Preparation... 
TICOLENE 


The New, Multiple Action, Pediatric Analgesic, 
Antipyretic, and Decongestant Syrup. 


This safe, tasty, exceptionally effective syrup guarantees 
cooperation from your most demanding little patient. Con- 
venient teaspoonful dosage form assures prompt relief. 


THE PFEIFFER co. 


ST. LOUIS 8, MO. 


THE PFEIFFER o., st. Louis 8, MO. 
PROFESSIONAL SERVICE DEPT. 


Please Send Complimentary Supply of 
TICOLENE. 
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New Zealand's College of General Practitioners 
Active in Medical Biennial Conference 


Tue College of General Practitioners in New Zealand 
played a key role at the recent biennial conference of 
the New Zealand Branch of British Medical Associa- 
tion in Christchurch, N. Z. 

This was the first time that the Council and Faculties 
of the New Zealand College of General Practitioners 
have held a conference in conjunction with the bien- 
nial meeting. 

One of the key accomplishments was the establish- 
ment of a Section on General Practice within the New 
Zealand Medical Branch by the New Zealand college. 

Among the special guests were four overseas visitors: 
Dr. I. D. Grant of Glasgow, Scotland, president of the 
British College of General Practitioners; Dr. H. M. 
Saxby of Sydney, secretary of the Australian College 
of General Practitioners; Dr. Norman C. Fox of San 
Bruno, Calif., representing the American Academy of 
General Practice; and Dr. W. W. Mushin, professor of 
Anesthetics at the Welsh National School of Medicine, 
University of Wales, Cardiff. 

The week before the meeting was held, a special 
feature on the conference and specifically on the New 
Zealand College of General Practitioners appeared in 
The Christchurch Star. 

The article gave the college’s background, pointing 
out that the various faculties (similar to chapters in 
this country) had formed as early as 1953. 

It reported that by the end of June, 1958, the total 
membership of the college in Great Britain and its 
branches overseas was 4,811 (3,410 members and 
1,401 associates). The latest figures for New Zealand 
membership show a total of 170 (128 members and 42 
associates). 

The article explained that the reasoning behind the 
college was to elevate the general practitioner to his 
rightful place in medicine and to foster more interest 
in general practice. An excess of specialists early in 
this decade caused real concern within the profession. 

In defining a general practitioner, the New Zealand 
group has accepted the definition given by Dr. J. H. 
Hunt of England. Published in 1957 in an issue of 
The British Medical Journal, the definition thus defined 
a general practitioner: 

“A doctor in direct touch with patients, who accepts 
continuing responsibility for providing or arranging 
their general medical care, which includes the preven- 
tion and treatment of any illness or injury affecting 
the mind or any part of the body.” 

In a public relations gesture, the newspaper feature 
pointed out that this particular medical conference is 
held only once in eight years and requested the public 
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to limit their calls during those four days to confine- 
ments, accidents and urgent illnesses. 

It further suggested, “During these four days it 
would be most helpful if, as far as practicable, patients 
rang their doctors early in the day, say before 8 A.M., 
and visited their doctors during these four days by 
appointment only.” 


Drug Manufacturer Bids Congress Go Slow 
On U.S.-Soviet Medical Cooperation 


Testimony for the “health for peace” bill has brought 
a warning from a drug manufacturer against quick full- 
scale medical cooperation with the Soviet Union. 

Mr. John T. Connor who heads Merck & Co. of 
Rahway, N. J. urges instead that underdeveloped 
countries get top priority in international medical 
research as a curb on what he called Soviet efforts at 
world domination. 

The legislation, sponsored by Senator Lister Hill 
(D-Ala.), would set up an institute for international 
medical research in the National Institutes of Health 
with an annual authorization of $50 million. 

While Mr. Connor said he hopes for an increase in 
United States-Soviet cooperation in medical ex- 
changes, he felt it should start on a small scale. 

He said the United States should not “lightly trade 
away the important technical resources of our pharma- 
ceutical and chemical industries,” which he described 
as “way ahead of the Russians.” 

**We can be sure,” he declared, “that Communist 
Russia is moving to exploit the health and medical 
needs of the underdeveloped countries as she has 
exploited other needs and aspirations of these 
peoples.” 

Mr. Connor testified that competition with Russia 
in the underdeveloped areas in the field of medicine 
and medical research “may well be the deciding factor 
in building friendships among the uncommitted 
nations.” 


Nation’s Pharmaceutical Industry Braces 
For Politically-Inspired Badgering Until 1960 


Untm THE 1960 ELECTION comes around, several 
congressional personalities are going to make the 
pharmaceutical industry a whipping boy, admitted 
Mr. Chet Shaw, director of Health News Institute, in a 
speech prepared for a recent meeting of Midwest 
Pharmaceutical Advertising Club in Chicago. 

With all the rumblings, the attack is certainly no 
secret, he said. Senator Kefauver is promising a 
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Study Children's Emotional Problems—The four Academy 
shown above were among the 30 physicians who attended 
ncent seminar series in Philadelphia which provided practicing 
cians with additional training required to cope with children’s 
ional problems. The four, all members from Pennsylvania, are 
ito right), Drs. W. A. Lyons, Perkasie, Eleanor K. Parker, Coates- 
; Mary Dickson Varker, Wynnewood and Joshua C. Bray, Green 
. Believed to be the first of its kind, the seminar series was held 
Philadelphia Child Guidance Clinic and Children’s Hospital. 
series will be offered again this fall to physicians in Pennsyl- 
it, New Jersey and Delaware. 


sweeping investigation of drug prices. Representative 
Blatnik is promising to continue with his investigation 
of pharmaceutical promotion. Representative Foun- 
tain thinks his subcommittee can reach into the field 
of drug patents. 

“Then,” Mr. Shaw added, “we hear noises from 
various gentlemen in Congress, notably Senator Mag- 
nuson, Senator Morse and Representative Holifield.”’ 

“Right behind the Washington cohorts march the 
leftwing and so-called liberal press,” stated Mr. Shaw. 
“I’m not talking about the standard press, which has 
been fair and objective, for the most part. Editors gen- 
erally are fair minded people who will print both sides 
of a story if someone gives them the other side.” 

On the other hand, “by use of the loaded phrase, 
the half-truth technique, the half-told story, leftwing 
writers can do an immense amount of damage, yet do 
it with a straight and pious face.” 

Referring to the Kefauver investigation, Mr. Shaw 
said it won’t be easy to take. “However,” he added, 
“I fear the Senator will find some problems of his own. 
He poses as a friend and defender of the small business 
man, and in an inquiry such as he proposes, the small 
business man known as the retail druggist is also going 
to be hurt.” 


if they need nutritional support. . 
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they deserve 


GEVRAL 


Vitamin- Mineral Supplement Lederie 


CAPSULES —14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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“Antacid? Rorer’s Maalox. It doesn’t constipate and patients like its taste better 
... By the way, try their new double strength Tablet Maalox No. 2. It’s great!” 


Maa.ox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 
fuls), Bottles of 50 and 250. 


Samples cn request. 
WiuiaM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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An idea of how the pharmaceutical industry can 
handle its case was brought out in Mr. Shaw’s re- 
countal of HNI’s activities following the FTC com- 
plaints against the antibiotic industry last July. 

Within a few hours after the FTC sent its story to 
the press for a Sunday release, Mr. Shaw said he and 
one of his assistants flew into Washington and opened 
a press suite in a hotel. They announced on the city 
news ticker that they were there and went to work. 

After checking with the five companies named by 
the FTC, the HNI representatives checked the wire 
services to see how they were scheduling the rebuttals. 
Industry statements as well as one from Mr. Shaw were 
prepared and released to the wire services. 

When Sunday came, the FTC charge and the indus- 
try rebuttal appeared in the same story. The result was 
that the story was a one-day sensation only. There was 
little resulting editorial comment and the industry 
came out of the ordeal very well. 


“That's what | want to talk to you about... 
I'm not wearing one of the new dresses!!" 
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Medical News in Small Doses: 


HEW reports that 78 countries now have some kind of 
social security legislation as compared with 57 coun- 
tries ten years ago. The oldest and most widespread 
social security legislation is compensation for work- 
connected industries and occupational diseases, found 
in 77 countries. . . . “Opportunities for General Prac- 
tice in Detroit” was the topic of a recent address given 


-by Dr. F. P. Rhoades, immediate past president of the 


Michigan chapter, before the Senior Class of the 
University of Michigan Medical School. Approximately 
100 were present. More than 40 members of the class 
indicated that they plan on going into general practice. 
... A citizens’ committee, comprised of 166 members, 
has been formed to further public understanding of 
the United States’ work in international health. Known 
as the Committee on Health for Peace, it is headed 
by Gen. Omar N. Bradley, Dr. Detlev W. Bronk and 
Dr. Howard A. Rusk. ... A nine-month traineeship 
in cardiology, planned for the practicing physician, 
will begin September 15 at University of Kansas Medi- 
cal Center, Kansas City, Kan. The program which will 
terminate June 15, 1960 includes instruction and 
practical experience in all areas of modern cardio- 
vascular diagnosis and therapy. Enrollment is limited ; 
tuition is $600. For information write to the Depart- 
ment of Postgraduate Medical Education, University 
of Kansas School of Medicine, Kansas City 12, Kan. 
. .. Tennessee member, Dr. A. B. Qualls of Livingston, 
is serving as 1959 campaign chairman in Tennessee 
for the National Foundation for Muscular Dystrophy. 
..- Well known Devereux Foundation which operates 
treatment centers for emotionally disturbed and 
retarded children in Pennsylvania, Maine and Cali- 
fornia recently announced that it will establish a 
southwestern branch in Victoria, Tex. Dr. George 
A. Constant of Victoria who appeared on the Acad- 
emy’s Assembly program last year in Dallas is a 
Devereux trustee and helped to interest the foundation 
in locating in Victoria. ... Because of the successful 
campaign against disease in the past two decades, 
Americans stand almost as much chance of dying from 
some form of violence as from illness, reports Health 
News Institute. HNI points out that violence is not 
increasing; rather, disease is on the wane. Figures 
compiled by World Health Organization in Geneva 
show that accidents, poisonings, violence and suicide 
in the more advanced western countries take almost 
as many lives as all the diseases put together. ... In 
Nebraska, the state’s legislative council has asked 
M.D.’s and osteopaths to meet and work out their 
licensing and practice problems. 


229 


| 
| 
| 
| 
>? 
| 
' 
| | 
( | 
= 
| 
iB 


SUSAN’S IDEA TOOK THE WAIT 
OUT OF THE WAITING ROOM 


She kept complaining about 
my old x-ray machine — said 
she could accomplish more if 
only she had that new G-E unit 
I’d talked about. She’d have 
fewer retakes too— most of 
them were caused by the long 
exposures necessary with low 
power. 

From the day my new Patri- 
cian combination arrived I’m 
sure Susan felt her persistence 
had turned the trick. (And you 
know — she is working faster 
today!) 


Patrician speeds x-ray examinations 


... and for such modest cost 


You'll find your work load lighter with Patri- 
cian’s big-table convenience. Best news is 200- 
ma, 100-kvp power, electronically timed. Self- 
tending recipromatic Bucky. Finger-tip control 
of fluoroscopic screen or optional spot-film de- 
vice. Angulation to 15° Trendelenburg. Auto- 
matic Bucky-slot closures for x-ray safety. Ask 
your G-E x-ray representative for full details. 
Or clip coupon for a copy of 

our fully illustrated catalog. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. F-61 


(CD Pleose send me your 16-page PATRICIAN bulletin 


GENERAL @@ ELECTRIC 
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News from the State Chapters 


Dr. Winston A. Epwarps of Wetumpka, Ala. is the 
new president-elect of the Alabama chapter, selected 
at its recent annual business meeting and post-grad- 
uate seminar in Birmingham. (See cut.) 

The postgraduate meeting was given in conjunction 
with a cancer seminar held by the Alabama division of 
the American Cancer Society. Cooperating with the 
Alabama chapter in presenting the cancer program 
were the American College of Surgeons, Jefferson 
County Medical Society, Medical Association of the 
State of Alabama and the Medical College of Alabama. 

Other officers elected at the business meeting in- 
clude Dr. Grover C. Murchison, Jr., Montgomery, vice 
president; Dr. John E. Kent, Birmingham, and Dr. 
George S. Peters, Montgomery, directors. Elected as 
national delegate and alternate delegate were, respec- 
tively, Drs. Richard O. Rutland, Jr. of Fayette, and 
Winston A. Edwards. 

The new president is Dr. W. J. B. Owings of Brent. 
Outgoing President W. C. Neville of Birmingham be- 
came chairman of the board of directors, upon his re- 
tirement as chapter head. (See cut.) 

Nine outstanding speakers from five states appeared 
on the cancer program, which covered one and one- 
half days of the meeting. Speakers and their topics 
were: Drs. Alan Thal, associate professor of surgery, 
University of Minnesota, Minneapolis, ‘Cancer of the 
Breast’’; George Andrews, New York City, “Warts, 
Moles and Malignancy”; Oliver Moore, Memorial 
Hospital, New York City, “Cancer of the Head and 
Neck”; Milton Friedman, associate professor of radiol- 
ogy, New York University School of Medicine, New 
York, “Radiation and Cancer”; Herbert Schmitz, 
professor, Department of Obstetrics and Gynecology, 
Loyola Medical School, Chicago, “Cancer of the Cer- 
vix” and Louis A. Leone, associate professor of medi- 
cine, Medical College of Virginia, Richmond, ““Chemo- 
therapy of Cancer.” 

Remaining speakers were Drs. Warren Cole, pro- 
fessor of surgery, University of Illinois School of 
Medicine, Chicago, “Cancer of the Colon”; W. W. 
Scott, Brady Urological Institute, Johns Hopkins 
Hospital, Baltimore, ‘Cancer of the Prostate” and 
Thomas F. Nealon, Jr., Jefferson Medical College, 
Philadelphia, ‘Cancer of the Lung.” 

The Academy’s program featured a symposium on 
diabetes, under the direction of Dr. L. S. Smelo of 
Birmingham. Speakers appearing at the diabetes ses- 
sions were Drs. Walter Bloom, Atlanta, Ga., ‘The 
Value of Quantitative Ketone Bodies Determinations 
in The Diabetic Patient”? and Charles Weller, Val- 
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Alabama President-elect—Dr. and Mrs. Winston A. Edwards of 
Wetumpka are shown at Alabama’s recent annual business 
meeting and postgraduate seminar, held in Birmingham. Dr. Ed- 
wards was chosen as president-elect during the meeting. 


The Clasp of Office—Dr. C. W. Neville, left, Birmingham, con- 
gratulates Dr. W. J. B. Owings, Brent, upon his installation as presi- 
dent of the Alabama chapter. Dr. Neville, the immediate past presi- 
dent, became chairman of the board of directors. 


halla, N. Y., ‘The Clinical Use of the Newer Oral 
Agents in the Treatment of Diabetes Mellitus.” Dr. 
Smelo also moderated a panel entitled “Stump the 
Experts on Diabetes” with Drs. Christopher J. 
McLoughlin, Atlanta, Sam Eichold, Mobile, S. R. Hill, 
Birmingham, and Bert Wiesel, Birmingham, as mem- 
bers. 

Special guests at the chapter’s annual banquet were 
senior students of the Medical College of Alabama and 
their husbands and wives. Over 200 attended the din- 
ner and heard the widely-known Southerner, Mr. John 
Temple Graves II, give the banquet address. (See cut.) 
His subject was taken from the Ambroise Paré state- 
ment: “I Dressed His Wounds and God Healed 
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it won't hurt... 


this you can 


promise 


All that touches the wound is the thin plastic film 
of the Telfa Pad. This perforated film allows drain- 
plostic age to pass into the highly absorbent dressing, but 
tanmaces allows no gauze threads to become rooted in healing 
tissue. Wound stays dry, heals faster. 
A Curad Plastic Bandage comes off as gently as 
it goes on. Consistently. 


For larger wounds—TELFA Sterile Pads 
(same principle, same promise) 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 
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Them.” Mr. Graves, an editor and author, has been 
called “The most heard-and-read Southerner.” 

More than 40 Academy members’ wives and their 
guests attended a Dutch luncheon at The Club in 
Birmingham, the last day of the meeting. (See cut.) 
Mrs. Jackson B. Clayton was chairman of the enter- 
tainment committee. 

Shortly after this meeting, Alabama moved its 
chapter offices into a new location in the State Medical 
Association building, at 19 South Jackson Street, 
Montgomery. 
p> While holding their 11th annual scientific session 
March 18 and 19, members of the Indiana chapter 
selected Dr. Harry Pandolf of Indianapolis as their 
new president-elect. 

Installed as president at the meeting, held in the 
Murat Temple in Indianapolis, was Dr. Bernard E. 
Edwards of South Bend, who succeeds Dr. Floyd A. 
Boyer of Indianapolis. (See cut.) Dr. A. Alan Fischer 
of Indianapolis was elected vice president and Dr. 
Frances T. Brown, also of Indianapolis, was re-elected 
treasurer. 

One of the key attractions of the gathering was a 
repeat performance of the Physical Examination Clinic 
for physicians attending the meeting. Working on the 
premise that every family should have a family physi- 
cian and every physician should have a physician, Dr. 
William L. Strecker and the Health Committee, under 
his chairmanship, operated the clinic. With the help of 
numerous Indiana organizations, physicians were able 
to get an examination which included height, weight, 
blood pressure, chest x-ray, electrocardiogram, an 
audiogram and a urinalysis for albumin and sugar. 

A meeting of the Indiana house of delegates on 
March 17 preceded the scientific session. Also on that 
day a dinner was held for state and district officers, 
past presidents, directors, delegates and committee 
chairmen. 

First speaker on the scientific program was Dr. 
Gordon W. Batman, associate professor of orthopedic 
surgery at Indiana University, Bloomington-Indianap- 
olis, who spoke on “Problems of the Knees and 
Feet.” The following speakers and topics also appeared 
on the first day’s program: Drs. Burton M. Cohen, 
internal medicine, Elizabeth, N. J., ‘Office Diagnosis 
and Treatment of Hypertension”’; J. William Wright, 
Jr., assistant professor, Ear, Nose and Throat Depart- 
ment, Indiana University, “Newer Approaches to 
Correction of Deafness”; Leonard L. Lovshin, De- 
partment of Internal Medicine, Cleveland Clinic, 
Cleveland, Ohio, ‘The Tired Mother Syndrome,” and 
Robert P. Lloyd, general, thoracic and cardiovascular 
surgery, Ft. Wayne, Ind., ‘Surgical Considerations in 
Peripheral Vascular Disease.” 
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Cotton State Speakers Table— Shown at the speakers table during the 
annual banquet at Alabama’s meeting are: (left to right), Drs. W. 
J. B. Owings, president; L. R. Burroughs, Jr., Birmingham; Mr. 
John Temple Graves, Birmingham, guest speaker (at podium); 
Dr. C. W. Neville, retiring president; Mrs. Neville and Dr. E. Julian 
Hodges, Scottsboro, retiring chairman of the board. Hidden behind 
the centerpiece are Dr. James R. Garber, Alabama chapter’s only 
honorary member; Mrs. Burroughs and Mrs. Graves. 


Scenic Luncheon Site— Wives of Alabama members and their guests 
are pictured at a luncheon in The Club overlooking Birmingham. 
It was held while their husbands were attending Alabama’s annual 
postgraduate seminar. This year the meeting was scheduled in con- 
junction with a cancer seminar presented by the American Cancer 
Society. 
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CAMP CERVICAL COLLARS 


Easy-to-use and Therapeutically Effective 


CAMP THOMAS COLLARS 


The plastic Camp Thomas Hyperextension collar 
is non-toxic, washable and lightweight . . . ideal 
as an intermediate cervical support where pro- 
longed hyperextension is indicated in treatment 
of the cervical syndrome, subluxations, arthritis 
and cervical radiculitis injuries. Fitted with a 
lock buckle and snap button clasp .. . it is eas- 
ily adjustable and allows partial lateral head 
movement. 


The base and top of the collar is edged with 
naugalite covered foam rubber for comfort and 
long, serviceable wear. Available in five circum- 
ferences and heights. 


The Camp Thomas Flexion Collar has the same 
scientific design and is made of the same ma- 
terials. The low front and added height in the 
back place the spine in a restful position of modi- 
fied flexion. Available in small and large circum- 
ferences and in three heights. 


All are available from your local 
Authorized Camp Surgical Supply Dealer. 


S.H. CAMP and COMPANY 


CAMP LEWIN COLLARS 


Doctors have found the Camp Lewin wrap-around 
cotton collar exerts the protective, compressive, 
distractive force needed for many conditions: 
when taking roentgenograms in cases of acute 
injuries with or without deformity, rheumatoid 
myositis (fibrositis), brachial neuropathy radicu- 
litis, the neck-shoulder-hand syndrome, muscle 
injuries and subluxations of vertebral articular 
facets and as a first aid measure. It offers (1) 
prevention of further injury (2) air draft protec- 
tion (3) body heat retention (4) comfort (5) mild 
traction. Because of its utility and efficiency, par- 
ticularly in emergencies, many doctors’ offices are 
stocked with Camp Lewin Collars. Three sizes — 
small 66’, medium 78”, large 96”. 


Another model, providing slightly more rigidity, 
is made of %” thick foam rubber, vulcanized to 
rayon satin with soft cotton lining. Available in 
the same sizes as the cotton model. 


Jackson, Michigan 
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Dr. Boyer Receives Plaque—ZIn appreciation of his services as presi- 
dent during the past year, Dr. Floyd A. Boyer, left, Indianapolis, 
was presented a plaque during the recent Indiana chapter meeting. 
Making the award was Dr. Bernard E. Edwards, incoming president, 
South Bend. 


Also appearing that day were Drs. Wayne H. 
Thompson, general surgery, Indianapolis, “GYN 
Surgery Problems from a General Surgeon’s Stand- 
point,” and Robert B. Greenblatt, professor of endo- 
crinology, Medical College of Georgia, “Endocrines 
in Obstetrics.” 

Second day speakers were: Drs. M. Richard Hard- 
ing, assistant professor of ophthalmology, Indiana Uni- 
versity, “Early Recognition of Glaucoma”; Harvey 
L. Fuller, The Fuller Medical Group, Baltimore, Md., 
*‘A New Concept in Control of Lipids for Prevention 
of Atherosclerosis,” and Irvin W. Wilkens, associate 
instructor, Indiana University, “Oral Anti-hyperglyce- 
mic Agents.” 

Also, Drs. Robert E. Jenkins, dermatology, In- 
dianapolis, ‘Diagnosis of Cutaneous Allergies”; Zig- 
mond M. Lebensohn, professor of clinical psychiatry, 
Georgetown University, Washington, D. C., ‘Prepar- 
ing the Patient for Psychiatry,” and W. D. Snively, 
Jr., vice president and medical director, Mead Johnson 
and Company, Evansville, Ind., ‘Feeding Problems 
in the Pre-school Child.” The Past Presidents’ Lecture 
was given by Dr. Frank E. Adair, associate professor of 
clinical surgery at Cornell University College of Medi- 
cine, New York, who spoke on “Cancer of the Breast.” 

Dr. Julius M. Klaus of Indianapolis was chairman 
of the program committee for the meeting. 

There were over 58 technical exhibits and 19 scien- 
tific exhibits shown during the meeting. Dr. Wilson 
L. Dalton of Shelbyville was in charge of technical 
exhibits and Dr. W. D. Snively, Jr. of Evansville was 
in charge of scientific exhibits. (See cut.) 

Highlight of the social program planned by Dr. 
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Best Exhibit at Indiana Meeting—The Aesculapius Award, given 
annually at the Indiana meeting for the best scientific exhibit, was 
given this vear to Drs. Ervin E. Nichols and Warren Olson, Depart- 
ment of Obstetrics and Gynecology, College of Medical Evangelists, 
Los Angeles, for their exhibit "The RH Factor (Mother, Father, 
Baby).’? The award, judged by a committee appointed by the 
chapter president, is given by Mead Johnson ¢> Company. Shown 
left to right are Drs. W. D. Snively, Jr., scientific exhibits committee 
chairman; Floyd A. Boyer, retiring chapter president; Warren Olson, 
exhibitor, and Miss Wanda Brade, technical assistant. 


Jerome E. Holman, Jr. of Indianapolis, was the annual 
dinner-dance. Preceded by a social hour, the dinner 
was held in the Athenaeum. Music was furnished by 
Bob Norman and his orchestra, with Julie Murphy as 
vocalist. Several distinguished guests who attended 
from throughout the state were introduced during the 
banquet. 

The entertainment program for the ladies was under 
the direction of Mrs. Floyd Boyer, wife of the outgoing 
state president and chairman of the ladies’ committee. 


New Yorkers Take To Air—Two leaders of the Nassau County (New 
York) chapter are shown during their participation in a broadcast 
over New York radio station WHLI. Seen to the left of the inter- 
viewer (center) is Dr. Lovis Bush, president-elect of the New York 
State chapter and past president of the Nassau County Medical 
Society, and to the right is Dr. Samuel Jackson, recent past president 
of the Nassau County chapter. The topic under discussion was 
**Family Physician, Guardian of Your Health.’ 


235 


| 
| 
| 
| 
er 6 


SECOND SCIENTIFIC PROGRAM CRUISE 


TO THE WEST INDIES 


Arranged and Sponsored Exclusively by the 


NEW YORK STATE ACADEMY OF GENERAL PRACTICE 


with Faculty from the 
Albany Medical College of Union University 


Aboard the SWEDISH AMERICAN LINE’S DELUXE WORLD CRUISE LINER 
KUNGSHOLM * Sailing from New York October 22, 1959, 4:30 P.M. DST 


CRUISE 
ITINERARY 
Thirteen days; 
3,732 ae 


Port 

New York 
St. John 

St. Thomas 
San Juan 
Cap Haitien 
Havana 
New York 


Monday, October 26 a.m. 
Monday, October 26 p.m. 
Tuesday, October 27 a.m. 
Thursday, October 29 a.m. 
Saturday, October 31 a.m. 
Wednesday, November 4 a.m. 


Depart 

Thursday, October 22 p.m. 
Monday, October 26 p.m. 
Tuesday, October 27 a.m. 
Wednesday, October 28 a.m. 
Thursday, October 29 p.m. 
Sunday, November 1 p.m. 


Arrive 


Category I—Formal Post-Graduate Credit—a 
minimum of 18 hours. 

Hypnosis—Practical applications in the field 
of general practice as well as induction train- 
ing by the foremost professional hypnotist in the 
United States, Milton H. Erickson, m. p., and our 
own inimitable William E. F. Werner, m. p. 


SELECTED Topics IN METABOLISM AND ENpo- 
CRINOLOGY—Faculty drawn from the Albany 
Medical College of ‘Jnion University under 
the administrative supervision of Frank M. 
M.p., Associate Dean and Director of 
Post-Graduate Education, Albany Medical Col- 
lege, Albany 8, New York. 


SPECIAL FEATURES 
OF CRUISE SHIP 


* Eight Decks * Completely Air-Condi- 
tioned * All Staterooms Outside with Private 
Bath or Shower * Outdoor and Indoor Swim- 
ming Pools * Broad Sports Deck—also Prome- 
nade Deck for Your Comfort and Enjoyment 
* DeLuxe Continental Food—A Gourmet’s 
Delight * Restful, Inviting Public Rooms * 


* Dance Orchestra * Dance Team * Concert 
Orchestra * Afternoon Teas with Music * 
Bridge Tournaments * Trap Shooting * Deck 
Tennis * Shuffleboard * Swedish Massage 
—Vapor Room * 

AND AT MIDNIGHT EACH EVENING: SWEDISH SMOR- 
GAsporp! * 


OCTOBER 22, 1959 
12% DAYS 
$330 UP 


(No U. S. Tax) Fare Inciupes: 
Transportation, Stateroom, Meals, Entertain- 
ment and Ship as Hotel with Meals in Port. 

All members of the Profession and their friends 
are invited to attend. A certificate of attendance 
at a scientific meeting will be issued. 


For information, complete application below 
and send to: 
Dr. Seymour Fiske, Chairman 
Post Convention Cruise Committee 
150 East 7ist St., New York 21, N. Y. 


DEDUCTIBLE 
EXPENSE 


The cost of attending this seminar is a deductible 
expense when computing income taxes. 

or information as to deductibility for in- 
come tax purposes of the expenses of professional 


postgraduate education, see Journal of Ameri- 
can Medical Assn. of July 28, 1956, pg. 1260; 
also 1956 Edition Physicians Income Tax Guide, 


page 21. 


APPLICATION 
FOR RESERVATION 


Dr. Seymour Fiske 
150 East 71st Street 
New York 21, New York 


Date 


I wish to make reservations for the Second Scientific Program Cruise for 


Name 


Address 


City & State 
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A special noon luncheon was held by the ladies at the 
Columbia Club. Speaker for the program was Hilda 
Damerel, grapho analytical psychologist, whose topic 
was “Handwriting Tells the Truth.” 

p> Later this month, on Friday and Saturday, June 
19 and 20, Montana chapter will hold its annual busi- 
ness and scientific meeting at East Glacier Lodge in 
Glacier National Park. 

Advance information on the program includes notes 
on two films, one to be shown each day. Film titles 
are “Initial Surgery of Abdominal Wounds” and “‘The 
Management and Mismanagement of Breech De- 
liveries.” 

Some of the speakers scheduled for the meeting, 
and their topics, are: Drs. S. Gilbert Blount, Denver, 
“Cardiac Arrhythmias” and “Left Axis Deviation on 
the EKG”; Don C. Weir, roentgenologist, St. Louis, 
Mo., “Common Pitfalls of X-ray Diagnosis” and ‘*X- 
ray Diagnosis of Acute Abdominal Diseases” and 
James Barrett Brown, St. Louis, “The Plastic Repair 
of Radiation and Electrical Burns” and ‘Plastic Re- 
pair of Farm, Industrial and Traffic Accidents.” 

Guest speaker at the Friday noon luncheon will be 
Dr. Paul J. Seifert of Libby, Mont., whose topic is 
“The Doctor’s Wife and the Telephone.” 

Other topics scheduled for the scientific program 
are “Fungus Diseases of the Skin” and “Common Skin 
Allergies.” 

A banquet is planned for Friday evening featuring 
light entertainment. 
> Among several resolutions passed recently by the 
Tarrant County (Texas) chapter was one stating 
opposition to a bill now before the Texas legislature 
which would put all licensing agencies under a central 
licensing bureau. 

At present each profession and craft in Texas has 
its own licensing group and the chapter feels this 
should be continued. 

Members, in other actions, also expressed support 
of two national proposals: one, a constitutional amend- 
ment that would turn over to private enterprise 
work now done by federal agencies, in competition 
with private concerns; and two, a congressional bill 
allowing self-employed persons to set aside a tax-free 
portion of their income for retirement purposes. 

A resolution was also passed opposing compulsory 
national health insurance or the ‘Murray-Dingell 
proposals.” 
> New York chapter is again sponsoring a scientific 
program cruise following its annual meeting, Oct. 
18-21 at the Hotel Biltmore in New York City. 

This year members will travel to the West Indies 
aboard the Swedish American Line’s deluxe world 
cruise liner, the “Kungsholm.” Scheduled stops dur- 
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lowa Holds Refresher Course—Shown here are some of the sponsors 

and faculty appearing on the program of the refresher course for 

the general practitioner which was held by the Iowa chapter at the 

University of Iowa in Iowa City. Shown left to right are Dr. R. L. . 
Knipfer of Jesup, president of Iowa chapter; Dean Norman Nelson of 

the College of Medicine, University of Iowa; Dr. S. E. Ziffren, pro- 

fessor of surgery, College of Medicine; Dr. R. C. Hickey, professor of 
surgery, College of Medicine, and Dr. W. C. Keettel, professor of ob- 
stetrics and gynecology and director of postgraduate education, ' 
College of Medicine. 


Senior Students Honored—Social highlight of the Iowa course was‘a 

banquet given at the Mayflower Inn in Iowa City on February 19 

in honor of the senior medical students of the College of Medicine, 

University of Iowa. Guest speaker at the banquet, given by the Iowa 

chapter, was Kenneth McFarland, Ph.D., Topeka, (center rear) who 
is on the public relations staff of General Motors Corporation. 


Hawkeye Notetakers—This group of Iowa physicians are shown 
during one of the lectures at the refresher course, given by the Iowa . 
chapter Feb. 17-20. More than 200 physicians attended the four-day 
program held at the University of Iowa. Members from five different 
states were among those attending. 
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ACTIVATORS 


Foods provide the B-complex vitamins and vita- 
min C which . . . as part of enzyme systems... 
activate chemical reactions in body cells . . . re- 
leasing energy . . . and synthesizing vital body 
compounds. 

All needed vitamin C is supplied by minimum 
amounts of the fresh, frozen or canned fruits and 
vegetables suggested in A Guide to Good Eating. 

Thiamine, riboflavin and niacin are supplied by 
foods from all four groups . . . and allowances 
are met when enough of these foods are eaten to 
satisfy calorie needs. Vitamin Bé6, vitamin B12, 
folacin, pantothenic acid and biotin are other B- 
complex vitamins which must be supplied by 
food. Dietary allowances have not yet been rec- 
ommended for these nutrients .. . considered to 
be adequately supplied by the variety of foods 
suggested in the “Guide”. 

All of these vitamins are water soluble. Some 
are partially destroyed by overcooking . . . others 
by sunlight. To preserve these nutrients . . . foods 
should be stored with maximum protection from 
sunlight and heat... and prepared with minimum 
water and heat. 

When combined in well-prepared meals, foods 
selected from each of these four food groups can 


A GUIDE TO GOOD EATING — USE DAILY 
DAIRY FOODS 


Sto 4 glasses milk—children e 4 or more glasses— 
teenagers « 2 or more glasses—adults e Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings e« Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings « Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 


provide all needed B-complex vitamins and vita- 
min C .. . while satisfying the tastes, appetites 
and other nutrient needs of all members of the 
family . . . young and old. 
The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915... promoting better health 
through nutrition research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 N. Canal Street Chicago 6, Ill. 
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ing the 1244-day trip include St. John, St. Thomas, 
San Juan, Cap Haitien and Havana. The ship will sail 
from New York City on October 22, covering 3,732 
miles in its itinerary. 

Faculty from the Albany Medical College of Union 
University, in Albany, will present the scientific pro- 
gram, dealing with selected topics in metabolism and 
endocrinology. One of the 1958 Assembly speakers, 
Dr. Milton H. Erickson, will join New York Member 
William E. F. Werner in the portion of the program 
dealing with practical applications of hypnosis in the 
field of general practice. 

Colonel John P. Stapp, United States Air Force, 
was the guest luncheon speaker at a recent symposium 
on practical procedures and modern concepts of 
therapy, held by the Brooklyn (New York) Academy of 
General Practice and the Kings County Medical 
Society. 

Col. Stapp who is also a Ph.D. and an M.D. is chief 
of the Aero Medical Laboratory, Wright Air Develop- 
ment Center, Air Research and Development Com- 
mand at Wright-Patterson Air Force Base, Ohio. He 
was introduced by a past president of the Brooklyn 
chapter, Dr. Milton B. Spiegel. 

Six other medical authorities spoke on the program, 
held April 15 at the Hotel St. George in Brooklyn. 
They covered such topics as skin diseases, gynecologic 
problems in the adolescent, hypnosis therapy, cerebral 
vascular disease and behavior problems in children. 
The latter topic was discussed by the director of the 
Gesell Institute of Child Development, Dr. Frances L. 
Iig, New Haven, Conn. 

For all wives attending the meeting, there was a 
morning coffee and an afternoon card party. Physicians 
and their wives held a reception on the St. George 
Roof at the conclusion of the symposium. 
> Plans for Wisconsin chapter’s next scientific meet- 
ing are well under way, according to Dr. Norbert A. 
McGreane, Darlington, chairman of the committee on 
organization, and Dr. James J. Leahy, Park Falls, 
chairman of the scientific program. 

Heading the list of speakers for the program, to be 
‘held September 21-22 at the Milwaukee Auditorium, 
is Dr. Philip Thorek, associate professor of surgery at 
the University of Illinois. Dr. Thorek, who is also an 
honorary AAGP member, will be the guest speaker at 
the banquet dinner, scheduled for Monday evening in 
the Sky Room of the Plankinton Hotel. Widely-known 
to Academy members as an author, lecturer and 
eminent medical authority, Dr. Thorek has entitled his 
banquet address, ‘Food For Thought.” He will also 
appear on the scientific program, with a presentation 
ou “Jaundice.” 

Other authorities also appearing include: Drs. R. V. 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY | 
UNITS EVER OFFERED. 


COMPACT —less space required . . . SIMPLIFIED—but 
allowing technical flexibility . . . CONTEMPORARY—will 
compliment its surroundings .. . VERSATILE—diagnostic 
radiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
ucky ... hand tilt table .. . 
12” x 16” fluoroscopic screen .. . 
motor driven table . . . spot device 
... 12” x 12” fluoroscopic screen. 


... 100 MA Control, floor, 
desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 


electronic timer . . . both 
with integrating fluoro- 


scopic timer. 


DIVISbKON OF LAND—~AIR INC 
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The 
Protein 


Th pattern of essential amino acids in food protein is 
the criterion of quality by which biological effectiveness 
is measured. The efficient conversion of ingested protein 
to tissue protein depends on the concomitant presence of 
all needed amino acids in proper amounts and proportions 
at the site of biosynthesis. 


Oatmeal exceeds all other whole-grain cereals in the 
amount of protein it provides. The quality of its protein 
is good—the distribution pattern of essential amino acids 
of the protein afforded by the oatmeal-and-milk serving 
resembles remarkably closely the pattern required by man. 
Comparison of Pattern of Essential Amino Acids in Quaker Oats Breakfast 


Dish* with Pattern of Essential Amino Acids Required by Male Adults 
(Values on Basis of Tryptophan as Unity) 


Threo- Methio- | Leu- 


Trypto- Phenyl- 
nine | Valine | nine | cine 


phan | alanine Lysine 


Essential Amino Acids 
Pattern in Quaker Oats 1.0 3.8 4.2 2.9 \ 1.4 | 6.4 
Breakfast Dish* (1) 


Essential Amino Acids 
Pattern Required by 1.0 4.4 32 |-20 | 32 
Male Adults (2) 


*Prepared from 1 oz. Quaker Oatmeal (dry) and 4 fl. oz. whole milk. 
(1) Estimated from values in “Amino Acid Content of Foods", Home Economics Research 


Report No. 4, U.S. Dept. Agr., 1957, pp. 48, 58. 
Quaker Oats and Mother’s (Quaker Oats protein = 16.7%) 


Oats, the two brands of oat- (2) Staff Report: “Rose Reports Human Amino Acid Requirements”, Chem. Eng. News 
meal offered by The Quaker ee 
Oats Company, are identical. Oatmeal is also noted for its significant content of B vita- 
Both brands are available in 
the Quick (cooks in one min- mins and minerals important to physiologic needs. Its 

delicious taste and easy digestibility further qualify oat- 
nutrient value. meal as an ideal “‘habit food” for every day’s breakfast. 


The Quaker Oats @mpany 


CHICAGO 
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Platou, ‘Oral Lesions”; H. B. Christianson, ‘‘Skin in 
Disease”; D. R. Lannin, “Value of Early Detection 
and Treatment of Minor Orthopedic Deformities” ; 
Malcolm McCannel, ‘General Practitioner Eye Prob- 
lems”; M. J. Nechtow, “Practical Gynecology” and A. 
DeBoer, “D/D and Treatment of Hernia vs. Hydro- 
cele.” 

Second day speakers include: Drs. E. S$. Gordon, 
Steroids’; W. C. Keettel, “Obstetrics”; R. S. Bald- 
win, “D.B.I.”; F. J. Miller, “Neurologic Aspects of 
Pediatrics” and C. C. Schneider, “Disability Evalua- 
tion.” 

One innovation in the fall program is the addition of 
two noon discussion-luncheons. The first will feature 
Dr. Lannin, speaking on “Orthopedics” and the sec- 
ond will have Dr. G. A. Hellmuth, whose subject is 
“Cardiology.” 

At the conclusion of each day’s program there will 
be a panel, the first on “ENT Problems” with Dr. 
McCannel as moderator. The second discussion will be 
on the “Allergic Child” with Dr. H. K. Tenney as 
moderator. 
p> Tygart Valley (West Virginia) chapter recently 
participated in a regional symposium on mental health 
as part of the current General Practitioner Education 
Project being sponsored by the American Academy of 
General Practice and the American Psychiatric 
Association. 

The symposium was held March 22 at the Hotel 
Fairmont Ballroom in Fairmount, W. Va. 

Key speaker at the one-day session was Dr. Charles 
E. Goshen, Washington, D. C., who is director of the 
General Practitioner Education Project for American 
Psychiatric Association. Dr. Goshen spoke on “Psy- 
chosomatic Management” and he also held an open 
forum later in the day. 


Annual AAGP Meetings 


Annual Scientific Assembly 


Mar. 19-24, 1960. Convention Hall, Philadelphia. 
Apr. 15-20, 1961. Miami Beach Auditorium, Miami Beach, 
Fla. 


Annual Symposium on Infectious Diseases 
Sep. 25, 1959. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 23, 1960. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961. Battenfeld Auditorium, Kansas.City, Kan. 


Annual State Officers’ Conference 


Sep. 26-27, 1959. Hotel Muehlebach, Kansas City, Mo. 
Sep. 24-25, 1960. Hotel Muchlebach, Kansas City, Mo. 
Sep. 16-17, 1961. Hotel Muehlebach, Kansas City, Mo. 
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CONTINUED FROM PAGE 37 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


Oct. 1-2. Southern Trudeau Society, 45th annual meeting, 
Biloxi, Miss. (9 hrs.) 

Oct. 3. Maine chapter, annual business meeting, Lewiston. 

*Oct. 4-7. Texas chapter, annual meeting, Buccaneer Hotel, 
Gaiveston. 

*Oct. 12-15. California chapter, annual meeting, Hotel Statler, 
Los Angeles. 

*Oct. 14-15. Arkansas chapter, annual meeting, Little Rock. 

*Oct. 14-15. Georgia chapter, annual meeting, Manger Hotel, 
Savannah. 

*Oct. 19-21. New York chapter, annual meeting, Biltmore Hotel, 
New York City. 

*Oct. 20-22. Louisiana chapter, annual meeting, Capitol House, 
Baton Rouge. 

*Oct. 22 and 24. Alabama chapter, Gulf Coast Clinical Society, 
Admiral Semmes Hotel, Mobile. (9 hrs.) 

*Oct. 22-23. Idaho chapter, annual meeting, B.P.O.E. 249 Lodge, 
Moscow. 

*Oct. 22—Nov. 4. New York chapter, second scientific program 
cruise to West Indies, 122 day-cruise aboard M. S. Kungsholm, 
sailing from New York City on Oct. 22. 

Oct. 23-27. American Heart Association, annual meeting and 
scientific sessions, Hotel Bellevue Stratford and Trade and 
Convention Center, Philadelphia. 

*Oct. 28-29. Minnesota chapter, annual meeting, Hotel Leaming- 


, ton, Minneapolis. 


*Oct. 28-30. Colorado chapter, annual meeting, Brown Palace 
West, Denver. 
*Oct. 29-31. Florida chapter, annual scientific meeting, Seville 
Hotel, Miami Beach. 
Nov. 2-5. Interstate Postgraduate Medical Association of North 
America, annual meeting, Chicago. 
*Nov. 7-8. Missouri chapter, annual meeting, Chase Hotel, St. 
Louis. 


*Nov. 9-12. Illinois chapter, annual meeting, Morrison Hotel, . 


Chicago. 

*Nov. 10-12. Michigan chapter, annual meeting, Sheraton Cadillac 
Hotel, Detroit. 

Nov. 16-19. Southern Medical Association, 53rd annual meet- 
ing, Atlanta, Ga. 

*Nov. 20-21. North Dakota chapter, annual meeting, Lewis and 
Clark Hotel, Mandan. 

Dec. 1-4. American Medical Association, 1959 clinical meet- 
ing, Dallas, Tex. 

*Dec. 4. Delaware chapter, annual meeting, Wilmington. 

*Dec. 4-5. Puerto Rico chapter, annual meeting, Puerto Rico 
Medical Association Building, Santurce. 

*Mar. 19-24, 1960. American Academy of General Practice, 12th 
Annual Scientific Assembly, Convention Hall, Philadelphia. 
Apr. 24-27, 1960. American College of Obstetricians and Gyne- 

cologists, meeting, Morrison Hotel, Chicago. 

*May 12-15, 1960. Virginia chapter, annual meeting, Convention 
Center and The Cavalier Hotel, Virginia Beach. 

Jun. 13-17, 1960. Canadian Medical Association, annual 
meeting, Banff, Alberta. 

*Sep. 19-20, 1960. Wisconsin chapter, annual meeting. 

*Sep. 23, 1960. American Academy of General Practice, Univer- 

sity of Kansas and Lederle Laboratories, Annual Symposium on 

Infectious Diseases, Battenfeld Auditorium, University of Kansas 

Medical Center, Kansas City, Kan. 

Sep. 24-25, 1960. American Academy of General Practice, An- 

nual State Officers’ Conference, Hotel Muehlebach, Kansas City, 

Mo. 
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The hypertensive under treatment is frequently burdened 
with side effects of therapy including states of depression, 
fatigue, and lethargy. He finds little joy left in his life 
and laughter is almost a forgotten experience. 


With RAUTENSIN and RAUVERA, two unique and depend- 
able antihypertensive agents, patients feel better, have a 
brighter outlook and blood pressure is safely reduced. 


in mild hypertension 


\g RAUTENSIN provides smoother antihypertensive action 

; gy with no sudden rebounds or abrupt declines, and can be 

1S controlled 1 given over long periods of time without impairing mental 

| alertness, producing excessive lethargy or drowsiness. 

safely and When tachycardia is present, RAUTENSIN slows heart rate 

10 to 15 per cent. RAUTENSIN is less likely to cause mental 

7 depression.’ The apprehensive hypertensive is calmed, yet 

effectively side actions are “... either completely absent or so mild 
as to be inconsequential.’’” 


each tablet contains 2 mg. of the purified alseroxylon complex of 
Rauwolfia serpentina 


Dosage: For the first 20 to 30 days, 2 tablets (4 mg.) once daily, 
at bedtime. Thereafter, & maintenance dose of 1 tablet (2 mg.) 
daily will suffice for most patients. 


in moderate to severe hypertension 


RAUVERA produces smooth and steady antihypertensive 
action which persists over the entire twenty-four hours 
without peaks and valleys...no “saw tooth” effect. 
Patients show a marked subjective as well as objective 
improvement with a significant drop in blood pressure, 
yet with a very low incidence of side effects.* Abrupt rise 
in blood pressure does not occur even when therapy is 
interrupted.* Tolerance does not develop on prolonged 
administration. Sensitization reactions or postural hypo- 
tension do not occur. Headaches, fatigue, insomnia and 
“heart consciousness” rapidly disappear, leaving the 
patient feeling well and asymptomatic. 


RAUVERA 


each tablet contains 1 mg. of purified alseroxylon complex of Rau- 
wolfia serpentina and 3 mg. alkavervir (Veratrum viride fraction) 


Dosage: One tablet 3 or 4 times daily, ideally after meals, at inter- 
vals of not less than 4 hours. 


1. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 
2. Terman, L. A.: Illinois M. J. 3:67, 1957. 

3. La Barbera, J. F: M. Rec. & Ann. 50:242, 1956. 

4. Bendig, A.: New York J. Med. 66:2523, 1956. 


SMITH-DORSEY - a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 


; 
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MAND OF pHENINoION 


-Phenyi.t, 3 
mg. 
CAUTION: Federot Low 


ming without pre* 


MOUNT VERNON 


WALKER LABORATORIES: 


hpreg 


HEDULIN is the trademark for the Walker brand of phenindione. 50 mg. scored tablets for therapeutic use; 20 mg. scored 
tablets for prophylactic use. Bottles of 100 and 1,000. 1. Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129 (July) 1955. 
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PROSPECTS HAVE IMPROVED for a tax cut and a balanced 
budget in the coming fiscal year. Major factors are ris- 
ing prosperity and Congress’ sustaining of President 
Eisenhower’s veto of a Rural Electrification Adminis- 
tration bill. 

Chairman Wilbur D. Mills (D—Ark.) ordered an 
extensive study by the House Ways and Means Com- 
mittee with an aim of making “significant reductions 
in individual and corporation income tax rates” next 
year. The committee must act first in Congress on all 
tax legislation. 

On the economic front, production hit an all-time 
high in April. Employment rose and unemployment 
dropped sharply. Corporation profits now are esti- 
mated at $50 billion for this year, $3 billion more 
than the Treasury figured last January when President 
Eisenhower sent his precariously-balanced fiscal 1960 
budget to Congress. Larger corporate profits and more 
jobs mean more tax revenue for the Government. 

These developments also lessened the need for 
heavy spending designed to create more jobs and stim- 
ulate the nation’s economy. Chances improved that 
any money voted by Congress for housing, economic- 
ally depressed areas, public works and airport con- 
struction would be closer to Mr. Eisenhower’s budget 
figures than the appreciably larger sums proposed by 
Democrats. 

Senator Styles Bridges (R—N.H.) Chairman of the 
Senate Policy Committee, said: “With recovery so 
fully underway, there is no reason to assume an extra 
billion dollars in spending would call forth an equiv- 
alent volume of employment.” 

A compromise housing bill offered the House called 
for substantially less spending than would have been 
authorized in the $2.1 billion bill passed by the Sen- 
ate. The compromise’s major cut resulted from elimi- 
nating a public housing provision. However, the com- 
promise legislation retained a provision authorizing 
Federal Housing Administration guarantees of loans 
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The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


for construction of proprietary nursing homes. The 
American Medical Association supported this pro- 
vision. 

The failure of Congressional Democrats to override 
the REA bill was interpreted as indicating strongly 
that any veto by the President of a big spending bill 
would stick. The bill would have stripped Agriculture 
Secretary Ezra Taft Benson of control over REA lend- 
ing policies. The Senate voted to override but the 
House backed up the President by a four-vote margin. 
The vote maintained Mr. Eisenhower’s six-year record 
of never having a veto overridden. 

President Eisenhower has proposed the building of 
a mammoth atom-smasher for basic research in probing 
the heart of the atom. Congress will have to vote $100 
million to pay for the two-mile-long linear high-energy 
accelerator. Construction, under supervision of Stan- 
ford University, will take six years. It reportedly will 
be tunneled into a hill at Stanford, Calif., to avoid 
danger from stray radiation. It will be 50 times as long 
as any atom-smasher of its type known to be in oper- 
ation now. 

A special group of physicists, appointed by the 
President’s Science Advisory Committee and the 
Atomic Energy Commission, recommended an imme- 
diate speed-up in basic research in the atomic field. 
The physicists said that giant accelerators would be 
as welcome in basic research “as powerful glasses to 
the blind.” 

“If the past is any guide,” the physicists said, prac- 
tical results of such basic research “will be numerous 
and fantastic.” 

In announcing the plans for the accelerator, Mr. 
Eisenhower said that he believes more scientists than 
the present 30,000 so engaged, should be pursuing 
basic research. But he said it was up to scientists them- 
selves, and not the government, to chart the course 
of research. 

Earlier, the President told a news conference that 
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WELCH ALLYN 
RECHARGEABLE | 
BATTERY HAN DLES 


with desk or wall mounted charger 
@ Always igen. charged in office use. Place handles in charger when 


not in use and they recharge automatically. Can’t overcharge. 


@ Last as long as large conventional batteries, without ine. 


when used on house and hospital calls. Can be recharged thousan 
of times. 


@ Handles are small and lightweight, even smaller than WA medium 
(No. 705) handle. 


®@ Compact, attractive charger takes only 7%” x 4” space on desk, or 
installs on wall bracket. Plugs into 110 v. AC outlet. 


@ Handles have Permafit collar, accept any WA instrument head. 


WA No.712 Two. rechargeable handles with desk-type 
charger (less instrument heads) $60.00 


RECHARGEABLE BATTERY INSERT FOR 
a ALLYN LARGE SIZE HANDLES 


combination battery 
er slips into your present 
(WA No. 700) handle. No separate 
er required. Lasts as long as _ 
ventional batteries without 
Recharges automatically when aed 
into 110 v. AC outlet. Can’t overcharge. 
Can be recharged thousands of times. 


No. 719 Rechargeable battery insert 
for No. 700 handle . 
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his scientific advisers were of the opinion that “quite 
a remarkable job” of medical research now is being 
done in the United States. He warned that, if too 
many physicians went into basic research, the health 
needs of the nation’s growing population might suf- 
fer. He noted that annual appropriations for the Na- 
tional Institutes of Health had quadrupled since 1953. 

*To my mind, you cannot possibly expand more 
rapidly than that and do a good job,” he said. 

The President made the remarks in answer to a 
question about whether recent serious illnesses of key 
members of his administration had inclined him to 
favor increasing federal money for medical research. 
Deputy Defense Secretary Donald A. Quarles died of 
a heart attack. John Foster Dulles died of abdom- 
inal cancer. General Nathan F. Twining, Chairman 
of the Joint Chiefs of Staff, underwent an operation 
for lung cancer. 

Mr. Eisenhower said the more that could be done to 
keep government officials healthy, the better. But he 
said, in effect, he wouldn’t ask for any increase in 
medical research funds. He asked for about $294 mil- 
lion for the National Institutes of Health for the fiscal 
year 1960 beginning this July 1. However, the House 
increased this by $50 million and the increase had 
strong support in the Senate. 

In recommending the increase, the House Appro- 
priations Committee asked the Mental Health Insti- 
tute to undertake “a most careful and thoughtful 
study of what can and should be done in future years 
in the field of juvenile delinquency.”” The MIH was 
called upon to take “primary responsibility” in help- 
ing solve the problem of juvenile delinquency. The 
committee said: 

“While juvenile delinquency may seem to some to 
be peripheral to medical and biological research, it is 
apparent . . . that many of our scientists are, and they 
should be, increasingly turning their attention to 
study of behavioral sciences.” 

The House also approved the administration’s re- 
quest for $452,000 for the year’s activities in prepara- 
tion for the White House Conference on Aging in 
January, 1961. Congress last year appropriated $100,- 
000 for such preliminary activities during the current 
fiscal year, and HEW planned to ask for another 
$844,000 as a supplemental appropriation for fiscal 
1959. 

The House voted the Veterans Administration suf- 
ficient funds for a slight increase in physicians’ fees 
for certain outpatient veterans. In doing so, the House 
reversed the House Appropriations Committee and 
restored a cut of $866,000. The total approved for 
such outpatient care was $83,866,000. The House also 
voted the VA $15.3 million for medical research. 
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Other Washington Developments 


MEDICAL RESEARCH 
The Senate Labor and Public Welfare Committee 


approved unanimously a $50-million-a-year program 
of international health and medical research, Senate 
approval of the legislation was a foregone conclusion 
because it was sponsored by 64 senators, almost two- 
thirds of the Senate’s membership. 

The legislation would set up a National Institute of 
Health Research to work in cooperation with the other 
health institutes on cancer, heart, neurological and 
other medical research. The over-all program would 
be under the U.S. Surgeon General. He would be 
authorized to utilize, with approval of the Secretary 
of Health, Education and Welfare, the Office of Voca- 
tional Rehabilitation and the Children’s Bureau in in- 
ternational research projects. The bill included in the 
fields for world medical research: artificial arms and 
legs, rehabilitation of the physically and mentally 
handicapped. The Secretary of Health, Education and 
Welfare would appoint a national advisory council for 
the program. 


RADIATION 


The General Advisory Committee of the Atomic 
Energy Commission reported to Congress that the 
average worldwide radiation resulting from all nuclear 
tests so far is less than 5 per cent of the normal radi- 
ation in the air. The committee also stated radiation 
from the tests was less than 5 per cent of “the esti- 
mated average radiation exposure of the American 
public to X-rays for medical purposes.” Representa- 
tive Chet Holifield (D—Calif.) Chairman of a House- 
Senate Atomic Energy Subcommittee, concluded that 
the radioactive fallout danger from such tests “is not 
serious.” John A. McCone, Chairman of the AEC, said 
the report showed the fallout hazard so far has been 
“very small” and not serious when compared with 
common hazards, including natural radiation. 

Witnesses from the public health, radiology and 
dental fields generally favored a bill that would trans- 
fer from the AEC to the U.S. Public Health Service the 
primary responsibility for protecting the public against 
the hazards of atomic radiation. The PHS also would 
be given the responsibility for setting up standards and 
developing controls for dental and medical radiation. 


PRN PREsCRIPTIONS 


The Food and Drug Administration planned a court 
test of abuses by pharmacists in refilling PRN and 
similar prescriptions for sleeping pills and ampheta- 
mines. Physicians were urged to use care in writing 
such prescriptions. 
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Swe METRAZOL. 


reactivates the geriatric patient 


MEITRAZOL. 


reactivates the convalescent 


ME TRAZOL 


reactivates the fatigued 


for the geriatric patient 
— 2 tablets or teaspoonfuls, three times daily. 


for the convalescent and the fatigued 


— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C. 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


packaging | KNOLL PHARMACEUTICAL COMPANY 


Tablets in 100’s and 500’s. Liquid ‘ 
ow (formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jersey 
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riated intervertebral dis 
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these physical scars need never have developed 


Surgical techniques can now almost completely remove this man’s severe acne scars. 


But if he, and thousands like him, had sought early treatment, the scars might never have developed. A 
physician’s advice and guidance concerning his condition, plus treatment with ‘Acnomel’, might have 
prevented his acne from progressing to the severe, scarring stage. 


‘Acnomel’ conceals acne lesions as it heals them, thus reducing embarrassment while treatment goes 
on. The results from ‘Acnomel’ therapy are often evident in a few days rather than in weeks or months. 


When you see a patient who needs advice about acne, remember ‘Acnomel’, Available in 2 forms: Cream 
for use at home; Cake in a handy compact for use away from home. 


A cnome conceals as it heals 


WG) Smith Kline & French Laboratories, Philadelphia "TM. Reg. U.S. Pat. Off. 


‘GP Volume XIX, Number6 


= 
4 
* 


MODANE’s danthron as- MODANE’s calcium pan- 
tothenate aids neurohumoral 


sures it — gently, safely, over- 


night — with no whipping of rehabilitation of the atonic 
the already exhausted bowel. bowel. 
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—aoand relief is all that most 
laxatives offer 


MODANE Tablets (Regular and Mild) 
and Liquid. Adult Dose — one tablet or 
teaspoonful immediately after the eve- 
ning meal, Child dose — see literature. 


=e THE WARREN-TEED PRODUCTS 


COMPANY 


COLUMBUS 8, OHIO 
Dallas Chattanooga los Angeles Portland 
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-reliefis only _is the imp 
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| de-constipation | 
WARREN-TEED 
noes 11 


Conforms to code for advertising. 


DURATION, CONTINUITY, METHOD 


Nitrogen retentions of infants fed breast milk 

or Similac were compared in the Metabolism Ward 

of the University Hospital at lowa City — 

a homelike yet controlled environment. No solid foods 
were fed. Three-day balance studies were carried out 
on each infant approximately every 2 weeks for 6 months. 


STANDARDS IN INFANT FEEDING 


basic: BREAST MILK 


The initial phase of investigation,’? based on the 
primacy of breast milk as a reference standard 

in infant feeding,’ was conducted to provide more 
detailed and sustained metabolic data than had 
previously been attempted. The authors derive from 
these data standard reference curves for nitrogen 
retention, as found in normal breast-fed infants. 


equivalent: 


The results with Similac showed progress in growth 
along normal curves. Nitrogen retentions occurred 

as with breast milk, in proportions relative to protein 
intake.* By the detailed metabolic criteria of the study, 
as by the clinical criteria of pediatric practice, Similac 
stands as a feeding closely comparable to breast milk. 


SIMILA SUPPLIES INFANT’S 

PROTEIN REQUIREMENT 
“It is therefore concluded, as judged by these criteria, 
that the infant’s requirement of protein from 


cow’s milk is no greater than that supplied by ad libitum 
feeding of Formula S.”* 


References: 1. Fomon, 8. J., and May, C. D.: Pediatrics 22:101 (July) 1958. 

2. Fomon, S. J.; Thomas, L. N., and May, C. D.: Pediatrics 22:935 (Nov.) 1958. 
3. May, C. D.: Pediatrics 23:384 (Feb.) 1959. 4. Fomon, S. J., 

and May, C. D.: Pediatrics 22:1134 (Dec.) 1958. 


ROSS LABORATORIES, Columbus 16, Ohio 
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NEW DEPEN 
CREAM-JEL 


The unique sperm-trapping matrix formed with explosive 
speed when semen meets IMMOLIN® Vaginal Cream- 
Jel accounts for the outstanding effectiveness of this new 


contraceptive. 


LOW PREGNANCY RATE 


With this new contraceptive technique, a pregnancy rate 
of 2.01 per 100 woman-years of exposure is reported.* 
These patients were followed up for 4 to 28 months, 
comprising 1,792 patient-months. As Dr. Goldstein 
. noted, “This extremely low pregnancy rate indicates that 
at high speed and, ey IMMOLIN Cream-Jel used without an occlusive device 
PHOTOGRAPHY pod aed yy show _is an efficient and dependable contraceptive.” 
NEVER BEFORE weakens and dies in the 
IMMOLIN Cream-Jel matrix—within 
ACCOMPLISHED! the distance it normally travels 
in one-quarter of a second. *Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


TRAPPED WEAKENED KILLED BURIED 
This highly motile, FF Devitalized and no Motion, whiplash stop as The dead sperm 
sperm succumbs to matrix. 


viable sperm becomes longer motile, the sperm is trap deep 
non-reproductive swerves from line of in the Eiranemette 


m 
the instant it contacts travel and is pulled aside IMMOLIN Cream-Jel matrix. 
IMMOLIN Cream-Jel. by spreading matrix. ; 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N.Y. 


IMMOLIN Is @ registered trade-mark of Julius Schmid, Inc. 
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| against effort-emotion prec 

the emotion that can precipitate an 

= long acting and well tolerated, this coronary vasodilator 
ponents of PENTRALINE. Reliable sedative action 
ng effe tis provided by sm doses” reg 

he usual dose is one tablet four times a day administered 
Cc PENTRALINE is not intended f treatment: of acute 


antibiotic control 
under 
_ physician control 


A SINGLE ANTIBIOTIC ... permitting flexible, controlled dosage as needed... free from restrictions of fixed combinations... 
for optimum tetracycline levels ... unsurpassed effectiveness covering at least 90 per cent* of antibiotic-susceptible infections 
seen in general practice. : 


Supplied: Capsules of 250 mg. with 250 mg. citric acid and 100 mg. with 100 mg. citric acid. 


Achromycin’ V Capsules 


*Based on a twelve-month National Physicians Survey. 
oa LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peari River, New York Gecerie) “ 
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In 259 cases of skin and soft tissue infections treated with triacetyl- 
oleandomycin, investigators'* report good or excellent results in 95.6 per 
cent. Infections included abscesses, furuncles, carbuncles, cellulitis, 
infected burns, pustular acne, pyodermas, and wound infections. 


Other studies, as well as wide usage, have shown that CyCLAMYCIN is 
also prompt and reliable therapy for respiratory and urinary tract infec- 
tions due to gram-positive pathogens. CYCLAMYCIN has often proved 
effective against staphylococci resistant to other antibiotics. 


Available in both capsule and flavored liquid form, CyCLAMYCIN is 
convenient to administer, readily accepted by patients of all ages. 


a most effective antibiotic for 


skin and 
soft tissue 
infections 


11.9% 


Goop 
EXCELLENT RESULTS C_] 


A “workhorse mycin” for common infections . . . 


CYCLAMYCI 


TRIACETYLOLEANDOMYCIN, WYETH 


Philadelphia 1, Pa. 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. Oral suspension, 125 mg. per 5-cc. teaspoonful, bottles 
of 2 fl. oz. 

References: 1. Wennersten, J.R.: Antibiotic Med. 5:527 (Aug.) 1958. 2. Shubin, H., et al.: Antibiotics Annual 
1957-1958, Medical Encyclopedia, inc., pp. 679-684. 3. Olansky, S., and McCormick, G.E., Jr.: Antibiotics 
Annual 1958-1959, Medical Encyclopedia, Inc., pp. 265-267. 4. Isenberg, H., and Karelitz, S.: ibid., pp. 284- 
286. 5. Mellman, W.J., et al.: ibid., pp. 319-326. 6. Leming, B.H., Jr., et al.: ibid., pp. 418-424. 7. Hall, 
W.H., and Albright, J.: In Press, Antibiot. Med. & Clin. Therap. 8. McCrumb, F.R., Jr., and Snyder, M.J.: 
Personal Communication. 
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FOR DOSAGE 
ADJUSTABLE TO THE 


MEASURE OF THE MAN 


Milpath 200 


..- When the G. I. patient requires increased 


anticholinergic effect with normal levels of tranquili- 
zation, prescribe 2 Milpath 200 t.i.d., or as needed. 


Milpath 200 


... When the G. I. patient requires long-term 
management with established anticholinergic levels 
but with lower levels of tranquilization, prescribe 

1 Milpath 200 t.i.d., or as needed. 


WALLACE LABORATORIES New Brunswick, N.J. 


THT 


0 


4 4 
ii 
| 
= 
= 
: 
on 
a 
~ 
4 
=" 
Ly 
. 
= 
| 


superior antiallergic efficacy 
with new low dosage A 


NOW-YOU CAN PRESCRIBE THE UNSURPASSED ADVANTAGES @f 


NEW 


combines the anti-inflammatory, antiallergic and antihista- 
minic effects of two agents—ARISTOCORT and chlorphenira- 
mine which, separately, have been proved highly effective in 


the treatment of allergy 


permits greater latitude in adjusting dosage to minimum level 
needed for maintenance, because ARISTOCORT and chlor- 
pheniramine are supplied in the lowest dose tablets available 


for each component alone 


¢ supplies ascorbic acid for increased demand in stress conditions 


Indications: Generalized pruritus of allergic origin; hay 
fever, allergic rhinitis, perennial asthma, seasonal and 
perennial rhinitis, vasomotor rhinitis; drug reactions 
and other allergic conditions. 


Dosage: One to eight capsules a day in divided doses. 
Dosages should be established on the basis of individual 
therapeutic response. 

Precautions: Drowsiness may occur, and is usually 
due to the antihistamine effect. Occasionally this may 
also cause vertigo, pruritus and urticaria. Because of 
the low dosage, side effects with AnisTOMIN have been 
relatively infrequent and minor in nature. However, 
since Aristocort Triamcinolone is a highly potent 
glucocorticoid with profound metabolic effect, all pre- 
cautions and contraindications traditional to cortico- 


steroid therapy should be observed. Discontinuance of 
therapy must not be sudden after patients have been on 
steroids for prolonged periods. It must be carried out 
gradually over a period of as much as several weeks. 


Further information available on request. 


Supply: Each Aristomin Capsule contains: 


AristocorT® Triamcinolone 
Chlorpheniramine Maleate 


Bottles of 30 and 100 


References: 1. Maurer, M. L.: Clinical Report, cited 
with permission. 2. Levin, L.: Clinical Report, cited 
with permission. 3. Gaillard, G. E.: Clinical Report, 
cited with permission. 
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RISTOCORT IN ANTIHISTAMINE COMBINATION 


® comments by 
clinical investigators: 
“I would conclude that 
is truly a worthwhile aid in treating 


Steroid-Antihistamine C dLEDERLE prob 
teroid-Antihistamine Compoun “Ther have been unif 


good. The patients have stated that 
their symptoms were very much 
relieved. I have not encountered any 
side reactions except from one 
patient, who complained of some 
drowsiness, which I attribute to the 
antihistamine.””*. 

“In general . . . it [Antstomin] is 
an excellent product. Over-all, it 
appears to be more effective than 
any simple antihistamine we have 
used. Despite the fact that we 
employed it in the treatment of a 
variety of nonselected individuals 
and problems, we had excellent and 
good results in 25 of the 39 


patients.”* 


t 
(lung x 65, injected with carbon-gelatin) 


DERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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The best therapeutic ratio 
in the steroid field 


confirmed by a comparative clinical study of 


prednisone . “. . . It would appear from these comparative 
prednisolone = observations that methylprednisolone [Medrol] 
methylprednisolone = [eagee: probably is the steroid of choice for initial trial 
triamcinolone ag in a patient with rheumatoid arthritis. It is 
dexamethasone renee potent, and displays a slightly improved ‘safety’ 
record, showing a reduced frequency of disturb- 
steroids.” 


Medrol 


TRADEMARK, REG. U. S. PAT. OFF.— METHYLPREDNISOLONE, UPJONN 
.. hits the disease, but spares the patient 
1. Neustadt, D. H.: Corti id Therapy in 
Rheumatoid Arthritis: Comparative Study of 
Effects of Prednisone and Prednisolone, [ Upichn | 
Methylprednisolone, Triamcinolone and Dexa- 


methasone, J.A.M.A.. in press. 
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GREATER 
RELIEF 


Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. 
The distinctly additive action of the vasoconstric- 
tor and antihistamine combined in Novahistine 
relieves allergic symptoms more effectively than 
either drug alone. 

Each 5 cc. teaspoonful contains Phenylepnrine hydro- 
chloride 5.0 mg., Prophenpyridamine maleate 12.5 mg., 
Chloroform (approx.) 13.5 mg., |-Menthol 1.0 mg., and 
Alcohol 5%. 


Dosage: Children—1 teaspoonful, 3 or 4 times daily. 
Infants—Y to % teaspoonful. Bottles of 4 and 16 oz. 


Novahistine Elixir 


PITMAN-MOORE COMPANY Div-of Allied Laboratories, Inc., Indpis 6, Ind 
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“early and marked regression” 


Ardsley, New York 


in acute superficial thrombophlebitis 


BUTAZOLIDIN 


(phenylbutazone ceicy) 
nonhormonal anti-inflammatory agent 


Relieves Pain Rapidly—Butazo.ivin usually produces complete relief of pain within 
24 hours or less.'2 

Resolves Inflammation—Fever subsides and local heat, tenderness and swelling regress 
quickly.'34 “In the majority of cases there was complete resolution by the fourth day.” 
Permits Early Ambulation—“As a rule within 24 hours, most patients were able to get 
up and walk about....”' This rapid response to BUTAZOLIDIN greatly reduces disability 
and economic loss for patients. 

Short Course of Treatment— Most patients require only from 2 to 7 days’ therapy.'* 
BuTAZOLIDIN® (phenylbutazone GEIGy). Red coated tablets of 100 mg. BuTazo.ipiNn Aika Cap- 
sules, each containing BUTAZOLIDIN 100 mg.; aluminum hydroxide 100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbromide 1.25 mg. 

BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with it are urged to send 
for literature before instituting therapy. 


References: (1) Stein, 1. D.: Circulation 12:833, 1955. (2) Potvin, L.: Bull. Assoc. méd. lang. frang. Canada 85:941, 
1956. (3) Sigg, K.: Angiology 8:44, 1957. (4) Elder, H. H. A., and Armstrong, J. B.: Practitioner 178: 479, 1957. 
(5) Braden, F. R.; Collins, C. G., and Sewell, J. W.: J. Louisiana M. Soc. 109:372,\1957. 
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nervous, tense patients 
recovered improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 


Lyon méd. 200:885, Nov. 1958. 
Med. Klin. 53:2113, Dec. 1958. 


lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


(Wt) WALLACE LABORATORIES, New Brunswick, N. J. 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 


Through effective relief of anxiety, irri- 
tability, insomnia and tension, Miltown 
aids the patient to “live with his dis- 
ease,” especially during difficult adjust- 
ment periods. 

Miltown is well tolerated and “there- 


_ fore well suited for prolonged treatment 


in chronic disorders with emotional com- 
plications.” (Friedlander, H. S.: Am. J. 
Cardiol. 7:395, March 1958.) 


Miltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar- 
coated tablets; bottles of 50. Also available as 
MEPROSPAN* (200 mg. meprobamate continuous 
release capsules) and MEPROTABS* (400 mg. 
unidentifiable, coated meprobamate tablets). 


When mental depression complicates chronic 
disease: DEPROL* (1 mg. benactyzine HCl plus 
400 mg. meprobamate). #TRADE-MARK 


(fy) WALLACE LABORATORIES, New Brunswick, N. J. 
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2 New Vegetable...2 New Fruit Juices 


To Supply Daily Vitamin C Needs 


Pablum-BiB’s four new juices offer 
new ways to provide little patients 
with Vitamin C . . . so necessary for 
healthy growth. The two new vege- 
table juices are Pablum-BiB Tomato 
and Tomato-Carrot. “Micro-Sized” 
to retain essential nutrients, and to 
flow freely through bottle nipples. 
Pablum-BiB White Grape and 
Grapefruit-Orange are two new fruit 
juices to provide new flavor appeal. 
All contain Acerola Juice, richest 
natural source of Vitamin C. 


The natural Vitamin C content of 
these juices is as high as orange 
juice. One can supplies 167% of the 
recommended daily allowance of 
Vitamin C for infants. Also, the 
tomato-carrot juice provides 125% 
of the recommended daily allow- 
ance of Vitamin A for infants (as 
carotene, 1500 units per 100 cc.). 

Pablum-BiB Juices are the orig- 
inal juices developed especially for 
infants. And that is why .. . 


4 NEW JUICES 
Other 
Pablum- BiB 

Juices 

@ Orange 

@ Orange-Apricot 

@ Prune-Orange 

@ Apple 


@ Pineapple juices... 
all with natural 
Vitamin C. 


You can specify Pablum Products with confidence 


‘ Mead Johnson 
Symbol of service in medicine 


©1959, PABLUM PRODUCTS DIVISION OF MEAD JOHNSON & COMPANY * EVANSVILLE 21. INDIANA 
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UNIQUE THREE-WAY CONTROL OF SMOOTH 
MUSCLE SPASM WITH A SINGLE POTENT DRUG 


@ ANTICHOLINERGIC inhibition of parasympathetic stimuli 
@ MUSCULOTROPIC spasmolytic action directly on smooth muscle 
@ GANGLION-BLOCKING action at synaptic level 


Brand of Valethamate bromide 
IN SMOOTH MUSCLE SPASM 


4 
A 
| 
q 


“potent in relaxing the spasm of smooth muscle whether in the 
G.J., or G.U. tracts, or the gallbladder.”’ 


Effective and well tolerated...“‘muret” provides decisive relief without drug-induced compli- 
cations; its coordinated three-way action permits significantly low dosage and minimizes reaction 
potential of any one mechanism; rapidly detoxified and excreted, avoiding cumulative effects. With 
average therapeutic dosages, there were no side effects such as mouth dryness, visual disturbances, 
interference with micturition, or bowel evacuation.? 


Dosage: Mild to moderate cases: initially, 1 or 2 tablets four times daily. Acute or severe cases: 1 to 2 cc. 
(10-20 mg.) intravenously or intramuscularly every four to six hours up to maximum of 60 mg. in 24 hour 
period. The higher dosage range is usually required in spasm of the G.U. and biliary tract. 


Supplied: “mureL” Tablets — 10 mg. Valethamate bromide, bottles of 100 and 1,000. “muREL” Injectable — 
10 mg. per cc., vials of 5 cc. (Also available: “mureEL” with Phenobarbital Tablets — 10 mg. Valethamate 
bromide with 4 gr. phenobarbital per tablet, bottles of 100 and 1,000.) 


1. Holbrook, A. A.: Report abstracted in M. Science 4:46 (July 10) 1958. 2. Peiser, U.: Med. Klin. 50:1479 (Sept. 2) 
1955. 3. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 4. Berndt, R.: Arzneimitte!-Forsch. 5:711 (Dec.) 1955. 


Ayerst Laboratories New York 16, N.Y. * Montreal, Canada 
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Science for the worid’s well-being 


DIABINESE 


brand of chlorpropamide 


tablets /once-a-day dosage 


The specific pharmacologic properties of DIABINESE — high activity. .. 
freedom from metabolic degradation ... gradual excretion — permit (I) 
prompt lowering of elevated blood sugar levels without a “loading” dose, 
and (2) smooth, sustained maintenance devoid of marked blood sugar 
fluctuations — on convenient, lower-cost, once-a-day dosage. This is the 
consensus of extensive clinical literature.’™ 


More than two years of clinical experience with DIABINESE have 
demonstrated effective control of a larger percentage of “maturity-onset” 
diabetics — smoother control of patients on previous oral therapy—use- 
fulness as “‘a valuable adjunct to the therapy of brittle and poorly con- 
trolled diabetics,”' generally with decreased insulin requirements — and 
Fcontrol in over 85 per cent of patients who have become refractory to other 
oral agents. Widespread use of DIABINESE since its introduction has 
confirmed the low incidence of side effects reported by the original 
investigators. 


Thus, DIABINESE merits first consideration for any diabetic presently 
receiving or potentially better managed with oral therapy — including 


many diabetics for whom previous oral agents have proved ineffective. 


Supplied: Tablets, white, scored, 250 mg., bottles of 
60 and 250; 100 mg., bottles of 100. 


PROFESSIONAL LITERATURE AVAILABLE ON REQUEST 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 1: Dobson, H., et al.: Ann. New York Acad. Sc. 74:940, 1959. 2. Greenhouse, B.: 


eee aper p d at Conf on Diab and Diabetes Mellitus, New York 
Division, Chas. Pfizer & Co., Inc. ,.., Sc., Sept. 25-27, 1958, New York, N.Y. 3. Forsham, P. H.; Magid, G. J. 


and Dorosin, D. E.: Ibid., p. 672. 4. Beaser, S. B.: Ibid., p. 701; New England J. 


Med. 259:573, 1958. 5. Bloch, J., and Lenhardt, A.: Ann. New York Acad. Sc. 
74:954, 1958. 6. O'Driscoll, B. J.1 Lancet 2:749, 1958. 7. Hadley, W. B.; 
Khachadurian, A., and Marble, A.: Ann. New York Acad. Sc. 74:621, 1959. 

8. Duncan, G. G.; Schless, G. L., and Demeshkieh, M. M. A.: Ibid., p. 717. 9. 
Handelsman, M. B.; Levitt, L., and Calabretta, M. F.: Ibid., p. 632. 10. Hills, A. 
G., and Abelove, W. A.: Ibid., p. 845. 11. Drey, N. W., et al.: Ibid., p. 962. 
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Kenalog, Spectrocin and Mycostatin in Plastibase 
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antipruritic/ anti-inflammatory 
antibacterial / antifungal 
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Mycolog Ointment — containing the new superior topical 
corticoid Kenalog, is a new and highly effective dermatolog- 
ic preparation’ that reduces inflammation,** relieves itch- 
ing,*? and combats or prevents bacterial, monilial and mixed 
infections.*** It is extremely well tolerated, readily accept- 
able to the patient, and assures a rapid, decisive clinical 
response for almost all infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good 
control of dermatological lesions . . . [Mycolog] was highly 
effective, particularly in the management of mixed infec- 
tions. Several recalcitrant eruptions which had not re- 
sponded to previous therapy were remarkably responsive 
to the daily application of this preparation over periods of 
2 to 3 weeks.”* 


For total management of itching, inflamed, infected skin 
lesions, Mycolog contains triamcinolone acetonide, an out- 
standing new topical corticoid for prompt, effective, often 
prolonged relief of itching, burning and inflammation** — 
neomycin and gramicidin for powerful antibacterial action 
against a wide range of gram-positive and gram-negative 
bacteria* — and nystatin, the first safe antifungal antibiotic, 
for treating or preventing Candida (Monilia) albicans 
infections.**° 


Application: Apply 2 to 3 times daily. 

Supply: 5 Gm. and 15 Gm. tubes. Each gram 
supplies 1.0 mg. (0.1%) triamcinolone 
acetonide, 2.5 mg. neomycin base, 0.25 mg. 
gramicidin, and 100,000 units nystatin in 
PLASTIBASE. 

References: 1. Shelmire, J.B., Jr.: Monographs 
on Therapy 3:164 (Nov.) 1958. + 2. Nix, T.E., 
Jr., and Derbes, V. J.: Monographs on Therapy 
3:123 (Nov.) 1958. + 3. Robinson, R.C.V.: Bull. 
School of Med., U. Maryland 43:54 (July) 1958. 
4. Sternberg, T.H.: N , V.D., and 
Reisner, R. M.: Monographs on Therapy 

3:115 (Nov.) 1958. - 5. Clark, R.F., and Hallett, 
J. J.: Monographs on Therapy 3:153 (Nov.) 
1958, 6. Smith, J.G., Jr.; Zawisza, R. J., and 
Blank, H.: Monographs on Therapy 3:111 
(Nov.) 1958. - 7. Montgomery, R.M.: Mono- 
graphs on Therapy 3:143 (Nov.) 1958. - 

8. Monographs on Therapy 3:137 (Nov.) 1958. 
9. Howell, C. M., Jr.: North Carolina 

M.J. 19:449 (Oct.) 1958, - 10. Bereston, 

E.S.: South. M. J. 50:547 (April) 1957. 


And whatever the topical corticoid need, a 
suitable Squibb formulation is available— 


For itching, inflamed skin lesions with 
bacterial superinfection, Kenalog-S Lotion- 
7% cc. plastic squeeze bottles. Each cc. 
supplies 1.0 mg. (0.1%) triamcinolone 

tonide, 2.5 mg. ycin base and 0.25 mg. 
gramicidin. 


For itching, inflamed skin lesions, Kenalog 
Cream, 0.1%—5 Gm. and 15 Gm. tubes. - Kenalog 
Lotion, 0.1%—15 cc. plastic squeeze bottles. 
Kenalog Ointment, 0.1% Gm. and 

15 Gm, tubes. 


Infectious 
Cleared in 20 days 
ARE SY 
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in over-all care of baby’s skin 
Desitin BABY Lotion is the alpha to omega for keeping baby’s skin healthy, clean 
and supple through its... ; 

@ LANO-DES*...Desitin’s soothing, lubricating liquid lanolin. 


@ HEXACHLOROPHENE ... effectively protects against ammonia- 
producing and other common skin bacteria. 


@ VITAMINS A and E... important to skin health and smoothness. 


@ SPECIAL EMULSIFIERS...to cleanse baby’s skin gently, safely, 
and thoroughly — yet free from mineral oil. 


Desitin BABY Lotion is entirely safe, bland, non-toxic. 
Non-greasy, stainless; free-flowing, pleasantly scented. 


antibacterial cleanses conditions 


send for demonstration samples and literature 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. |. 
*trade mark 
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Mild and persuasive as a lullaby, 
nonbarbiturate Placidyl gently lulls your 
patients into refreshing slumber. 

Brief and effective. 

Prescribe it this week and see. 


Placidyl® nudges your patient to sleep 


(Ethchlorvynol, Abbott) 
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and the evidence mounts 


“Blood pressure in the hypertensive patient was low- 
ered gently and not as precipitously as with reserpine.””! 


“In our total experience with this drug (deserpidine), 
no significant side effects were observed requiring dis- 
continuation of the medication.’ 


“We found deserpidine to be a drug of low toxicity and 
well-tolerated by practically all of our patients.’ 


“While the results were qualitatively similar to those 
with reserpine in similar dosage ranges, side-effects 
were much less frequent, very mild, and none severe 
enough to interrupt treatment.’’ 


“ . . In contrast to our experience with reserpine, we 
found a greater degree of safety with deserpidine and 
relatively lower toxicity. Also, it was better tolerated 
by our patients.’ 


“Side effects were notably absent in patients treated 
with Harmonyl.’”* 


“ 


. . . side reactions appear to be less annoying and 
somewhat less frequent.”’ (with deserpidine).’ 


. . R canescens (base of Harmonyl) tended to have 
fewer and less severe side effects. In particular it 
seemed to have less sedative effect than R. serpentina.’”* 


1. Frohman, |. P., Tranquilizers in General Practice and Clinical Evaluation 
of Deserpidine, an Alkaloid of Rauwolfia canescens, M. Ann. District of 
Columbia, 27:641, December, 1958. 

2. Rawls, W. B., et al., Clinical Experience with Deserpidine in the Manage- 
ment of Hypertension and Anxiety Neurosis, New York J. Med. (in press). 
3. Billow, B. W., et al., The Use of a New Rauwolfia Derivative, Deserpidine, 
in Mild Functional Disturbances and Office Psychiatry, New York J. Med. 
(in press). 

4. Ibid. 

5. Billow, B. W., et al., The Effect of a New Rauwolfia Derivative, Deserpi- 
dine, in Hypertension, New York J. Med., 58:3641, November 15, 1958. 

6. Ferguson, J. T., Comparison of Reserpine and Harmony! in Psychiatric 
Patients, A Preliminary Report, Journal-Lancet, 76:389, December, 1956. 
7. Moyer, J. H., et al., Deserpidine (Canescine) for the Treatment of Hyper- 
tension, South. M. J., 50:499, April, 1957. 

8. Achor, R. W., and Hanson, N. O., Hypertension Treated with Rauwolfia 
canescens. A Comparison with Rauwolfia serpentina, New England J. Med., 
255:646, October, 1956. 


=) HARMONYL 


(Deserpidine, Abbott) 
for your next working hypertensive 


© 1959, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 905048 
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“SAFE AND 
EFFECTIVE 

MAINTENANCE 

THERAPY...HAD 

BEEN A 

PROBLEM AT 

OUR 

INSTITUTION 

UNTIL WE 

USED GITALIN [GITALIGIN]...”* 


GITALIGIN 0.5 mg. Tab- 
lets—bottles of 30 & 100. 
GITALIGIN Injection 
Ampuls — 2.5 mg. in 5 cc. 
sterile, 1.V. solution. 
GITALIGIN Drops—30 cc. 
bottle with special 


calibrated dropper. 


Arteriosclerotic Heart Disease 


WIDEST SAFETY MARGIN—Aver- 
age therapeutic dose is only 4% the 
toxic dose. 


FASTER RATE OF ELIMINATION 
THAN DIGITOXIN or digitalis 
leaf. 


THESE SIMPLE DOSAGE EQUIV- 
ALENTS MAKE IT EASY TO 
SWITCH YOUR PATIENT TO 
GITALIGIN —0.5 mg. of Gitaligin 
is approximately equivalent to 0.1 
Gm. digitalis leaf, 0.5 mg. digoxin 
or 0.1 mg. digitoxin. 

*Harris, R., and Del Giacco, R. R.: Am. 

Heart J. 52:300, 1956. 

tWhite’s brand of amorphous gitalin. 
tBibliography available on request. 


WHITE LABORATORIES, INC. 
KENILWORTH, N. J. 
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‘Doctors can’t help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 
statements as unfortunate when they appear in the lay press. They 
have repeatedly observed in their practice quick relief of pain, 
even in severe cases, shortened duration of lesions, and 

greatly lowered incidence of postherpetic neuralgia when 
PROTAMIDE was started promptly. A folio of reprints is 

( available. These papers report on zoster in the elderly — 
the severely painful cases — patients with extensive 

lesions. PROTAMIDE users know “shingles” can be helped. 


Detroit 11, Michigan 
SS Available: Boxes of 10 ampuls—prescription pharmacies. 
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1 Fast relief ! 2 Replacement therapy | 

of irritability, anxiety, | with estrogens helps of skeletal muscle 
tension, insomnia. restore endocrine balance; tension; relieves 
Miltown acts in relieves vasomotor and low back pain, ! 


Supplied in ron potencies for dosage flexibility 
Milprem-400 


Each tablet contains 400 mg. Miltown and 0.4 mg. 
conjugated estrogens (equine); bottles of 60. 


Milprem-200 
Each tablet contains 200 mg. Miltown and 0.4 mg. 
conjugated estrogens (equine); bottles of 60. 


Dosage for either potency : One tablet t.i.d. in 
21-day courses with one-week rest periods; 
should be adjusted to individual requirements. 


Literature and samples on request 


WALLACE LABORATORIES, New Brunswick, N. J. 
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support. You can be sure she will be reminded of her BON-a-day . . . and that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 


Factor Concentrate that enhances, never inhibits, By absorption. For complete formula sce 
Physicians’ Desk Reference, page 688. 


Phosphorus-tree F I BON® Prenatal Capsules Lederle 


the decorative jar makes a therapeutic difference 


The. FILIBON jar is a handsome and handy reminder for everyday prenatal nuitettion st 


FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
patients. Each small, dry-filled capsule also includes vitamin K and AUTRINIC® Intrinsic 


- LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Bera) 


be 
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NEW/ 
for maximum 
convenience 


CAPNALAC is a standard Carna- 
tion Evaporated Milk formula, as 
usually specified — in convenient, 
ready-prepared form. The mother 
just adds water. Diluted 1:1, new 
Carnalac provides protein 2.8%; 
carbohydrate 7.1%? 3.2% fat; 
400 I.U. Vitamin D per reconsti- 
tuted quart; 20 calories per oz. 


for maximum 
flexibility and 
economy 


Carnation Evaporated Milk formu- 
la is readily adjustable when 
baby requires individualized feed- 
ing. The great economy makes 
the slight extra trouble of adding 
the carbohydrate very acceptable 
to many young parents. 


| 
2 ways to ify Carnation 
Now 2 ways to specify fon 
Evaporated Milk infant formula | 
4 Tormula was named as first preference by 96% of 
ad ; 
\arnaia ar of 
Gf Bench @ 
provide the uniform high quality and proven 
55 | 
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 Caretul cute arthritis. If a family history of gout is o 
unexplained acute arthritis. If a 


common 
manifestations 
of gout 


INDISPENSABLE 
FOR 
THE TREATMENT 
OF CHRONIC 
GOUT 


PROBENECID 


a specific for gout 


“As to the use of uricosuric agents in interval treatment of 
symptomless gout, probenecid [‘Benemid’], a benzoic acid 
derivative, is probably the best agent for prolonged use.”5 


T I T 
Age 50, male, severe attacks twice a year for 14 years 


Control of gout in therapy with ‘Benemid’, plus adherence to low purine and 
low fat diet. Two minor attacks occurred during the first year of treatment.é 


e has a most pronounced uricosuric effect 
e causes marked decrease in serum uric acid 
e acute attacks usually become less frequent and less severe 


¢ may cause regression in subcutaneous tophi, resorption of osseous tophi 
and recalcification of decalcified bony structure 


¢ arrests or prevents bone damage, so that need for surgery may be obviated 
e helps return patients to work 


e negligible toxicity 


Dosage between acute episodes: 0.25 Gm. twice daily for one week, followed by 1 Gm. daily in 
divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently.) 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 


1. Talbott, J. H.: The diagnosis and treatment of gout, Connecticut M. J. 21:890, Oct. 1957. 2. Smyth, 
C. J.: Gout, in Comroe’s Arthritis and allied conditions, ed. 5, Phila., Lea & Febiger, 1953, p. 756. 3. Lockie, 
L. M.: Symposium on gout: Diagnosis, Metabolism 6:269, May 1957. 4. Kuzell, W. C.; Schaffarzick, R. Ww. 
Naugler, W. E.; Koets, P.; Mankle, E. A.; Brown, B., and Champlin, B.: Some observations on 520 gouty 
patients, J. Chron. Dis. 2:645, 1955. 5. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook 
of medicine, ed. 9, Phila., W. B. Saunders Co., 1955, p. 651, 656. 6. Bartels, .E. C.: Symposium on gout: 
Treatment of gout, Metabolism 6:297, May 1957. *BENEMID’ IS A TRADEMARK OF MERCK & CO., INC 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA I, PA. 
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Available Now in 
1’, 2’, 3’ and 4’ widths 


Products bearing Red Cross 
mark have no connection 
American National Red 
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ZONAS 


POROUS 
e@eeere 
is 
; 7 PoRous! 


RED CROSS «now Gof procs 


imiparts the same porous feature 


@eee 
OCA unique method of coating 


eee creates hundreds of porelike holes 
the adhesive mass 


Z O A which allow perspiration to 


WHITE tied escape from the skin. 


Because it too, permits 
the skin to “‘breathe’’, ZONAS 
eee porous tape minimizes a significant 


ee cause of irritation 


"2ee0e06 and is more comfortable for 
‘i the patient. 


ZO NAS Porous Adhesive Tape 


NOW AVAILABLE in 12” x 10 yd. rack rolls in the following widths: 
Y2”,1”", 1%", 2”, 3”, 4” and assorted. 
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HELPING THE HANDS THAT HEAL 
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brightens 
the second half life! 


™ 


Asense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


PP 
— 


“We found Ritonic to be a safe, effective geriatric 
supplement...’ “Patients reported an increase in 
alertness, vitality and sense of well being.’ 


PRESCRIBE RITONIC Z 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. © 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 5 mg. 


methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B,) 5 mg. 
riboflavin (vitamin B:) 1 mg. 
pyridoxin (vitamin B.) 2 mg. 
vitamin B,, activity 2 micrograms 
nicotinamide 25 mg. 


dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


Cc I B A 


62 Volume XIX, Number 6 


on 
‘ltd 
SS 
| 
\ 
/ 
| 
| 


per 6 


© long acting: no fleeting effects 
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skeletal 
relaxant 


Chemically unlike any other muscle 


relaxant, Sinaxar is 


© consistently effective in the majority 
of cases 


@ purely a skeletal muscle relaxant... 
free of adverse physical or psychic 
effects frequently encountered with 


tranquilizers 
posacE: Two tablets three or four times daily. 


SUPPLIED: 200 mg. tablets in bottles of 50. 


INDICATIONS: Any condition involving skeletal muscle 
spasm, as musculoskeletal disorders: acute and chronic 
back ache; arthritides; bursitis; disc syndrome; fibrositis; 
myalgia; myositis; osteoarthritis; following orthopedic 
procedures; rheumatoid arthritis; spondylitis; sprains 
and strains; torticollis; neurologic disorders: cerebral 
palsy; cerebrovascular accidents; cervical root syndrome; 
multiple sclerosis. 


ARMOUR 


ARMOUR PHARMACEUTICAL COMPANY ¢ A Leader in Biochemical Research © KANKAKEE, ILLINOIS 


Wit, 
(Ginaxar 
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BIPHETAMINE 


A ‘STRASIONIC’ RELEASE ANORETIC RESIN 


Victim of 
Overeating and 
‘““Oversitting”’ 


® 10-14 Hour Appetite Curb 
® 10-14 Hour Mild Invigoration 


® Predictable Weight Loss... 


a comfortable 1 to 3 Ibs. a week in 9 out of 10 cases 


In many instances both appetite limitation and mild 
Invigoration CBiphetamine’) are required to effect the 
balance between caloric intake and energy output 
necessary for predictable weight reduction and con- 
trol. Since ‘Strasionic’ release is employed, the desired 
BALANCE therapeutic action is uniform, predictable and com- 
fortable. 

Biphetamine may be prescribed for obese patients 
who are hypertensive, arthritic, diabetic, pregnant, 
menopausal, aged; and to reduce surgical risks. Use 
with initial care in patients hypersensitive to sympa- 
thomimetic compounds, in cases of coronary disease 
or severe hypertension. 


®@ Single Capsule Daily Dose 10 to 14 hours before retiring 


STRENGTHS 


List No. 875 List No. 878 List No. 895 
BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
‘20” Resin Resin Resin 
Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine ...... 10 mg. d-amphetamine ......6.25 mg. d-amphetamine ......3.75 mg. 
di-amphetamine .....: 10 mg. di-amphetamine ...... 6.25 mg. di-amphetamine .... ..3.75 mg. 
as resin complexes as resin complexes as resin complexes 


Rx Only. Caution: Federal law prohibits dispensing without prescription. 


Srrasensurcn ~ LaBorarories 


Originators of ‘Strasionic’ (sustained ionic) Release 
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Victim 
of Overeating 


Non-Amphetamine 


A ‘STRASIONIC’ ANORETIC PHENYL—7ERT.—-BUTYLAMINE RESIN 


10-14 Hour Appetite Curb 


Predictable Weight Loss... 
a comfortable .221 Ibs. per day in average case 


In many instances, appetite limitation only C‘lonamin’) 
is required to effect the balance between caloric intake 
and energy output necessary for predictable weight 
reduction and control. Since ‘Strasionic’ release is 
employed, the desired therapeutic action Is uniform, 
predictable and comfortable. 


BALANCE 


lonamin may be prescribed for obese patients who 
are arthritic, diabetic, pregnant, menopausal, aged, to 
reduce surgical risks, and may be used with caution in 
hypertensive or cardiovascular disease. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


(2) STRENGTHS Rx Only. 


List No. 904 ‘ist No. 903 
IONAMIN” IONAMIN™ 
‘30’ ‘15’ 
Each yellow capsule contains: Each grey and yellow capsule contains: 
phenyl-tert.-butylamine .. 30 mg. phenyl-tert.-butylamine .. 15 mg. 
as a resin complex as a resin complex 


Srrasensurcn Lasoraronies 


N.Y.,U.S.A. 


Originators of ‘Strasionic’ (sustained ionic) Release 
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DR. MONTAGUE: Replace my present prescription 


for obesity? You’d better have _ 


MR. CARR: I have, Doctor. Three of them, \ . 
in fact. 


hew 


AMPLUS 


improved 


(D-AMPHETAMINE + ATARAX®-} VITAMINS AND MINERALS) 


One capsule half-hour before each meal. Bottles 
of 100 soft, soluble capsules, this actual size. 


New York 17, N.Y. 


Science for the W orld’s Well-Being 
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DR. MONTAGUE AND MR. CARR DETAIL #1 


GP June 1959 


Hello, Mr. Carr. How’s your golf? 

About the same as my bowling. 

The same? 

Same average. 131. 

Too bad. What's new today? 

Today I bring news of AMPLUS IMPROVED. 
You’ve improved amptus? What's amPpLus? 
Oh good. I get to start from scratch. 

An antipruritic? 

No. New therapy for obesity. 


Replace my present prescription for obesity? 
You'd better have good reason. 


I have. Three of them, in fact. 
I’m underwhelmed. 
Always room for improvement, right? amp.us, of course, 


is d-amphetamine, to control the somatic factor, hunger pangs ... 


Of course. Use it all the time. 


..+ plus ATARAX, the tranquilizer that supports the psyche 
during the critical dieting period, and... 


reduces the irritability sometimes caused by d-amphetamine. 
Good idea. 


And, since ATARAX is the antisecretory tranquilizer, it 
also stops gastric craving. 


You mentioned another plus. 
Vitamins and minerals. 
Vi-...yes. For a moment I thought you said minerals. 


It was not I. It was Vernon who pointed out that “the 
treatment of obesity by diet leaves the medical attendant 
with an obligation to mineral balance as well as 
to avoid avitaminosis.” 


Right. But you usually have some classic summary, Mr. Carr. 


I do indeed. Just worked it out in the waiting room. 
AMPLUS IMPROVED can be summarized as: 

1 for the psyche .. .2 for the soma 

3 to get slim ...4 the summa’. 


As always, I question your humor. But I like your product. 
What is it again? 


Amplus Improved. 


| 
| 
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isa first choice’ antibiotic for use in 
infections due t 


because it is: 
e bactericidal—not merely bacteriostatic e less likely to lead to the development of 
e rapid-acting resistant organisms in clinical usage 


© effective against a wide range of organisms, e “most likely to succeed" — in saving time, 
including many strains resistant to other cutting the cost of illness, reducing com- 
antibiotics plications and bringing about a successful 
e clinically safe in specified dosage therapeutic result 


clinically proven 


in over 1000 cases by 111 investigasors, reported in 42 published papers 


POST-SURGICAL INFECTION 


KANTREX Clinical Report No. 799 
TO KANTREX typical 

dramatic 

response 


(even after other 
antibiotics failed ) 


E. D., a 73-year-old male, underwent a suprapubic cystotomy and fulguration 
of papillary carcinoma of the bladder. His temperature began rising on the 
10th postoperative day; subsequently urine and blood cultures yielded A. aero- 
genes. After penicillin, tetracycline and chloramphenicol failed to alter the 
course of the infection, KANTREX brought about a dramatically improvement. 


Rutenbutg; A> My, et al.:. Annals Ny Sci. 76:348, 1958. 


— 
X Injection, 1.0 


on 
SRISTOL Syracuse, Mew York 


an 
- 
4 
er 
because it is: 
: 
4 
gs 
: 
‘Su UppPly: able asa ready-to-use sterile aque- KAN 


the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 


the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 
Hyoscyamine sulfate ....................ceeees 0.0518 mg. 


Hyoscine hydrobromide 0.0033 mg. 


in the enteric-coated core: 


Pancreatin, N.F. ......... 


NNAZYME= 


A. H. ROBINS COMPANY, INCORPORATED e¢ RICHMOND 20, VIRGINIA 
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Atropine sulfate us 0.0097 mg. 
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FOR N ATUR A Guaranteed physiologic Ca:P ratio of 


1¥%:1 (not available in any other liquid 
TR ANQUILITY infant formula product). Comparable to 

breast milk, more physiologic than cow’s 

milk—minimizes restlessness, wakefulness, 
FEED BREMI ® excessive crying. 


NEW LIQUID AND POWDERED Easy for mothers— just add water 


PHARMACEUTICAL DIVISION 350 Madison Avenue, New York 17 
BREMIL * MULL-SOY » DRYCO + BETA LACTOSE + KLIM 


AND FOR THOSE WHO CAN'T “TAKE” MILK... MULL-SOY® son 
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NOW...triple sulfa vaginal therapy 


in convenient tablet form 
NEW 


Sultrin 


triple sulfa vaginal tablets 


for simplified control of vaginal infections... 


“The clinical response obtained with the new 
vaginal tablet [SULTRIN] is comparable to that 
obtained with the same three sulfonamides in 
cream form. The vaginal discharge was rapidly . 
controlled and the vaginitis and cervical erosions 
were cured in a high percentage of patients.”* 


One tablet intravaginally twice daily for 10 days. 
Course of treatment may be repeated if necessary. 


Box of 20 tablets with vaginal applicator. 


also available: Triple Sulfa Cream.t Large tube with or 
without applicator. 


*Taleghany, P., and Heltai, A.: Am. J. Obst. & Gynec., in press. 
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he range of constipatioro 
from childhoop 


syll 


BETTER RESULTS 


e produces natural, soft, well-formed stoolsfmore 
e lubricating, non-irritating bulk, C stl 
low-in-sodium. tools 
gelling takes place in the intestine, 
not in the stomach. 
e mild peristaltic stimulation assures 
predictable results. 


pranu 
ariat 
becas! 


MORE FLEXIBLE feriat 


e granular powder form allows infinite dos 
variation for the full range of constipation 
occasional to obstinate... from child 00d 
geriatric, 


EFFERVESCENT 


e easy-to-take...really tastes good, 
lemon-flavored. 


CONTENTS: 
Each 7 Gm. white granular powder (app 
mately 1 rounded teaspoonful) provides: 

Sodium Carboxymethylcellulose ....... 2 


THE STUART COMPANY Féilabi 


\ Tmac 
PASADENA, CALIFORNIA te fo 


CLEAR, PLEASING, DELIGHTFULLY REFRESHI}FE 
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tools. 


re dos 
ation 
hood 
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CS: 


hy droxypheny] )isatin 


NIA 


geriatric 


syllium with a mild peristaltic stimule n 


BETTER RESULTS 


ore soft, lubricating bulk and milder peristal- 


i¢stimulation combine to produce soft, formed 


odium-free, non-irritating. 


MORE FLEXIBLE 


pranular powder form allows infinite dosage 
ariation for the full range of constipation... 
bccasional to obstinate...from childhood to 
beriatric. 


EFFERVESCENT 


asy-to-take... really tastes good, 
on-flavored. 


INTENTS: 


h 7 Gm. pink granular 
ely 1 rounded teaspoonfu 


lium hydrocolloid 
he highly purified hemicellulose of 


he husk of the psyllium seed. (Plan- 
ago ovata, Forsk) 


(approxi- 


provides: 


SAGE - BOTH EFFERGEL AND EFFERSYL: 


ults: initially, 1 rounded teaspoonful in a glass of 
er, morning and night. Dosage may be increased * 
lecreased to suit needs. 


iidren 3 years and over: initially, 1 level teaspoon- 
in one-half glass of water upon retiring. Subse- 
nt dosage to be adjusted according to results. 


ailability : 4~-ounce and 9-ounce bottles at all 
rmacies. 


te for generous tasting samples. 


Qo 


LEMON-SODA 


| O | 
iD \ \ a 
iorom Occasional to obsti = 
7 ll 
| : O | 
a! | 
HIWFFERVESCENT DRINK ...TASTHS LIKE 


From basic research—basic progress 


NEW MEASURE ACTIVITY 


m Shows greater oral effectiveness than any other 
class of diuretic agent 


gm each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride I.M. 


mw has been reported to be effective even in patients 
who do not respond satisfactorily to other diuretics 


gw has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 
[ow toxicity—extremely well tolerated 


gw Often achieves the benefits of a low salt diet 
without the unpleasant restriction 


indications: Hypertension, congestive heart failure of all degrees of sever- 

ity, premenstrual syndrome (edema), edema and toxemia of 
mith aseits renal edema—nephrosis, nephritis; cirrhosis 
with ascites, drug-induced edema, and as adjunctive ther- 
apy in the management of obesity complicated by edema. 

dosage: In edema—one or two 50 mg. tablets of HYDRODIURIL 
once or twice a day. 
tn hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HyYDRODIURIL onan or twice a day. 

supplied: 25 mg. and 50 mg. scored pool HYDRODIURIL (Hydro- 
chlorathiazide) i in bottles of 100 and 1,000. 

*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 
Additional a on HYDRODIURIL is available to the 
physician on request. 

bibliography: 1. Esch, A. “y Wilson, |. M. and Freis, E. D.: 3,4-Dihydro- 
chlorothiazide: Clinical Evaluation of a New Saluretic ~ 
Hg wey M. Ann. District of Columbia 28:9, Jan.) 
1959. 2 R. V.: The Clinical Pharmacolo 0 Hydro- 
Southern Med. J.52:40, Jan.) 1 
i, T., Irie, S. and Mo loyer, J. 
M. Rec. & Ann. 
(Dec.) 1958. 4. Moyer, J. H., Fac, M., Irie, S. 
Boal, T.: Some Observations on the P rmacology of Hydro- 
chlorothiazide; Am. J. Cardiol. 3:113, Mian) 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
"highly-active derivative of chlorothiazide 


"qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 
loss of potassium is clinically insignificant in the great majority of 


patients on normal diets 


* 


HYDROCHLOROTHIAZIDE 


IN HYPERTENSION: 


@ effective by itself in some patients—markedly 
potentiates other antihypertensive agents 

@ provides background therapy to improve and 
simplify the management of all grades of 
hypertension 

@ has been reported by some investigators to have 
a greater antihypertensive effect in some 
patients than chlorothiazide at equivalent dosage 

@ does not lower blood pressure in normotensives 

@ reduces dosage requirements for other 
antihypertensive agents, often with concomitant 
reduction in their distressing side effects 

® smooths out blood pressure fluctuations 


precautions: py that the C~. 4 be adjusted as frequently 


needs of the i | patient demand. When 
HYDRODIURIL is used with a ganglion blocking agent, it is 
mandatory to reduce the dose of the latter by at least 
50 per cent, immediately upon adding HYDRODIURIL to 
the regimen. 

HYDRODIURIL has shown no adverse effects on renal 
function; for this reason it may be used with excellent 
results even in patients for whom the organomercurials 
are contraindicated because of renal damage. 

The excretion of potassium is much lower than that of 
sodium or chloride and, as is the case with DIURIL®, the 
loss of potassium is clinically insignificant in the great 
majority of patients on normal diets. If indicated, potassium 


loss may easily be replaced by includi -rich 
foods in the diet (orange juice, 


Oo) MERCK SHARP & DOHME 
Pa. 


Division of Merck & Co., INC. Philadelphia 1, 
© 1959 Merck & Co., INC. 
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DARVON® COMPOUND potent - safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone and in combination, 

has been substantiated by more than 100 investigators in the treatment of over 6,300 patients in pain. 

A consolidation of these reports shows that 5,663 (89.8 percent) experienced “effective analgesia.” 
Darvon Compound combines in a single Pulvule® the analgesic action of Darvon with the antipyretic 

and anti-inflammatory benefits of A.'S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, 

Lilly). When inflammation is present, Darvon Compound reduces discomfort to a greater extent than 

does either analgesic given alone. 

Usual dosage: 1 or 2 Pulvules three or four times daily. 

Also available: Darvon, in 32 and 65-mg. Pulvules. 

Usual dosage: 32 mg. (approximately 1/2 grain) every four hours or 65 mg. (1 grain) every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


Etl COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A: 


920249 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 


EMOTIONAL 
STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. ““The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 


as the somatic disease.” 
(Friedlander, H. S.: The role of ataraxics in cardiology. 
Am. J. Cardiol. 1:395, March 1958.) 


TRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 

(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 


Miltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILTRATE* (Miltown 200 mg. + PETN 10 mg.). 


TRADE-MARK 


‘une 1959 


Miltown causes no adverse effects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 


WALLACE LABORATORIES, New Brunswick, N. ]. 
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COSA—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLIN E—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN—antifungal protection against 
monilial superinfection 


COSA-TETRASTATIN 


potentiated tetracycline with nystatin 


capsules 


250 mg. glucosamine-potentiated tetracycline 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 


orange-pineapple flavored, 2 oz. bottle, each teaspoonful 
(5 ce.) contains 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin 


(Pfizer) Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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{Grade I and 


PROVEMENT 


> improvement. (Scherbel, 62% gradeland 
-theamatoid arthritis or related dises 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL 
OF EMOTIONAL DISTURBANCES 


*Trademark 


182 


THROUGH DUAL ACTION 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional re- 
action is possible because of the dual sites of action of PROZINE— 
the thalamic and hypothalamic areas of the brain. The unique dual 
action of PROZINE enables the physician to exert more specific 
control over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by appre- 
hension and agitation, insomnia, nausea and vomiting, gastroin- 
testinal symptoms, alcoholism, menopausal symptoms, premenstrual 
tension. 


PROZINE is indicated in patients having a primary emotional dis- 
turbance, in patients having an emotional disturbance unrelated to 
their organic disease, and in patients emotionally disturbed by pri- 
mary organic disease. PROZINE is especially useful in overly appre- 
hensive medical patients—including surgical and obstetrical—and 
in emotional problems of children, adolescents, and the aged. It also 
is useful in emotionally disturbed patients who receive little or no 
relief from analgesics, barbiturates, anticholinergics, antihyperten- 
sives, and hormones (estrogens and corticoids). 
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SIMULTANEOUS ACTION 


of two psychotropic drugs 
affecting two areas 

of the brain, produces 
more SPECIFIC CONTROL 


Philadelphia 1, Pa, 


GP june 1959 


PROZINE in the recommended dosage (1 or 2 capsules, 
3 or 4 times daily) produces more specific control than is 
obtainable with high doses of other ataractic agents. 


in emotionally disturbed patients on PROZINE the 
dose required is diminished to the point where the inci- 
dence of side-effects and toxicity reactions is minimal* and 
the patient is calm, tranquil, and amenable to additional 
therapy, whether it be educational, medical, or psychiatric. 


Supplied: Bottles of 50 capsules, each containing 200 mg. 
of meprobamate and 25 mg. of promazine hydrochloride. 
Comprehensive literature available 


*In studies involving 972 patients suffering a variety of emotional diseases, 
related and unrelated to physical ailments, 78 per cent were improved; 
the incidence of side-effects was only 3.7 per cent. 
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VITERRA on his regimen! This comprehen 


i m sive vitamin-mineral formula is ideal in 


VITERRA Therapeutic: when high poten- 
cies are indicated. 
=) VITERRA Capsules: 10 vitamins, 11 min- 
Serals for balanced daily supplementation. 
=e Now in a soft, soluble capsule this small 
added patient convenience. 
VITERRA Tastitabs: viterra the way chil- 
dren like it best. Chew it, swallow it, let 
it melt in the mouth. Dissolve it in liquid 
Sor add it to the formula. 
Or convenient, delicious 
m= VITERRA Pediatric in the unique new 
Metered-Fiow bottle. 
Dosage: usually one capsule or 
Tastitab daily. 
Supplied: capsutes: in 30’s and 100’s. 
TASTITABS: bottles of 100. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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To the relief of musculoskeletal pain, 
MEDAPRIN 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. \ 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 
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tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
© 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e 1 mg. Medrol, to suppress the causative 
inflammation 
© 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. OF F.—— METHYLPREDNISOLONE, UPJOHN 
TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS ] 


The Upjohn Company, Kalamazoo, Michigan Pi 
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INTRODUCING 


“,..@ distinct advance in 
parenteral chloramphenicol therapy” | 


Highly soluble in water or other aqueous parenteral fluids, CHLOROMYCETIN SUCCINATE solution 
is easily prepared for use by recommended parenteral routes in a wide range of concentrations. Tis- 
sue reaction at the site of injection is minimal, permitting continuous daily dosage, even in children. 
EXCELLENT CLINICAL RESULTS—CHLOROMYCETIN SUCCINATE provides broad-spectrum antimicrobial 
effectiveness and may be used whenever CHLOROMYCETIN is indicated. Since-effective blood and 
tissue concentrations of the antibiotic are produced within a short time, clinical response is gener- 
ally rapid. Signs of irritation at injection sites have been few. 

SUPPLY —-CHLOROMYCETIN SUCCINATE (chloramphenicol sodium succinate, Parke-Davis) is sup- 
plied in Steri-Vials,® each containing the equivalent of 1 Gm. of chloramphenicol; packages of 10. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 


*Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, H., & Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Ency- 


clopedia, Inc., 1958, p. 817. 


PARKE, DAVIS & COMPANY » DETROIT 32, MICHIGAN 
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extended release weight control 
| one tablet per day 474 


= ONE TABLET CONTAINS IN EXTENDED RELEASE FORM: 
to inhibit appetite — d-Amphetamine Sulfate 15 mg. 


fo offset Amobarbital ....... . .60 mg. 
nervous stimulation | phenobarbital ..... . .20 mg. 
plus vitamins and minerals to provide important nutrients 


VITAMINS: A, 5,000 USP units; D, 500 USP MINERALS: Calcium, 225 mg., Cop- 
units; C, 75 mg.; By, 3 mg.; Bz, 3 mg.; Bg, 0.5 per, 0.75 mg.; Iron, 10 mg.; lodine, 
mg.; By2 as IONEX-12*, 3 meg.; Niacinamide, 0.15 mg.; Manganese, 1 mg.; Phos- 
30 mg.; d-Calcium Pantothenate, 5 mg. : , 90 mg.; Zinc. 0.3 mg. 
*Stuart's absorption-enhancing resin complex of Vitamin Bi: (Biz from Cobalamin) 


Amvice 


one AMVICEL-X tablet taken after arising re- 
leases, over a 10-12 hour period at a controlled 
uniform rate, the key weight control factors: 


SUGGESTED DOSAGE: 1 tablet taken 
after rising supplies uniform control 
throughout 

SUPPLIED: Bottles of 100 orange capsule- 
shaped tablets at all pharmacies. 


THE STUART COMPANY * PASADENA, CALIFORNIA 
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In the Treatment of Rheumatic Disorders 


Greater stability of maintenance dosage 


minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy's trademark for phenylbutazone—Reg. U. S. Pat. Off. 


new 


» Geigy 


Geigy Ardsley, New York 


GP Volume XIX, Number 6 


| 
| 
Re 
| 
| 
| 
ait 7. 
i 
| 
Capsules 
: 
a 
5 


enables your patient to escape 


peptic ulcer symptoms 


PRANTAL 


Relief from gastric hypermotility and hypersecretion by 
PRANTAL aids physiological healing of the ulcer. With his 
freedom from pain and other distressing ulcer symptoms, 
your patient feels secure in his personal relationships, rela- 
tively certain of freedom from exacerbations. 


Rx the form that’s best for him 
for adjusting dosage —PRANTAL Tablets, 100 mg. 
for prolonged relief —PRantTaL Repetass, 100 mg. 


with sedation—PRanTAL with Phenobarbital Tablets, 
100 mg. with 16 mg. phenobarbital. 


PrantaL® Methylsulfate, brand of diphemanil methylsulfate. 
Repetass,® Repeat Action Tablets. 


SCHERING > BLOOMFIELD, NEW JERSEY 
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From basic research—basic progress 


MEASURE ACTIVITY 


dosage: 


supplied: 


IN EDEMA: 


@ shows greater oral effectiveness than any other 
class of diuretic agent 

@ each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride 1.M. 


w has been reported to be effective even in patients 


who do not respond satisfactorily to other diuretics 


@ has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


@ low toxicity—extremely well tolerated 
@ often achieves the benefits of a low salt diet 
without the unpleasant restriction 


: Hypertension, congestive heart failure of all degrees of sever- 


ity, premenstrual syndrome (edema), edema and toxemia of 
pregnancy. renal edema—nephrosis, nephritis; cirrhosis 
with ascites, drug-induced edema, and as adjunctive ther- 
apy in the management of obesity complicated by edema. 
In edema—one or two 50 mg. tablets of HYDRODIURIL 
once or twice a day. 

In hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HYDRODIURIL once or twice a day. 

25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydro- 
chlorethiazide) i in bottles of 100 and 1,000. 


*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 


bibliography: 


Additional information on HYDRODIURIL is available to the 
physician on request. 
1. Esch, A. F., Wilson, 1. M. and Freis, E. D.: 3,4-Dihydro- 
chlorothiazide: Clinical Evaluation of a New Saluretic Agent. 
Preliminary Report; M. Ann. District of Columbia 28:9, Jan.) 
1959. 2. Ford, R. V.: The Clinical Pharmacolo oR of Hydro- 
chlorothiazide; Southern Med. J.52: 40, Jan.) 1959. 3. Fuchs, 
M., , Irie, S. and Moyer, J. H.: Preliminary Evaluation 
of C‘HYDRODIURIL’); M Rec. & Ann. 
51:872 (Dec.) 1958 4. Moyer, J. H., Fuchs, M., Irie, S. and 
: Some Observations on the Pharmacol ogy of Hydro- 
Chlotothiazide: Am. J. Cardiol. 3:113, Gan.) 1 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
@ highly-active derivative of chlorothiazide 
w qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 


w loss of potassium is clinically insignificant in the great majority of 
patients on normal diets 


* 


HYDROCHLOROTHIAZIDE 


\ 


IN HYPERTENSION: 


w effective by itself in some patients—markedly 
potentiates other antihypertensive agents 

@ provides background therapy to improve and 
simplify the management of all grades of 
hypertension 


@ has been reported by some investigators to have 
a greater antihypertensive effect in some 
patients than chlorothiazide at equivalent dosage 

@ does not lower blood pressure in normotensives 

@ reduces dosage requirements for other 
antihypertensive agents, often with concomitant 
reduction in their distressing side effects 

@ smooths out blood pressure fluctuations 


precautions: It is important that the dosage be adjusted as be ng 
as the needs of the individual patient demand. 
HYDRODIURIL is used with a ganglion blocking aren it it =o 
mandatory to reduce the dose of the latter 
50 per cent, immediately upon adding HYORO URIL to to 
the regimen. 

HYDRODIURIL has shown no adverse effects on renal 
function; for this reason it may be used with excellent 
results even in patients for ro A the organomercurials 
are contraindicated because of renal damage. 

The excretion of potassium is much lower than that of 
sodium or chloride and, as is the case with DIURIL®, the 
loss of potassium is Clinically ey pe in the great 
majority of patients on normal diets. If indicated, potassium 
loss may easily be replaced by including tassium-rich 
foods in the diet (orange juice, bananas, etc. aN 


MERCK SHARP & DOHME 


Division of Merck & Co., INC. Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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“Deformity in rheumatoid arthritis 
develops in two stages. [he most 
obvious is joint destruction. 
But even earlier... 
muscle spasm...has insidiously 
started to lead to deformity.” 


in rheumatoid arthritis... 


PARAFON 


with PREDNISOLONE 


provides spasmolytic, 
anti-inflammatory, and 
analgesic action 


dosage: One to two tablets three or four times a day. 
supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains PARAFLEX® Chlorzoxazonet 
125 mg.; TyLENoL® Acetaminophen 300 mg.; and 
Prednisolone 1.0 mg. 
precautions: The precautions and contraindications 
that apply to all steroids should be kept in mind 
when prescribing PARAFON WITH PREDNISOLONE. 


1. Swanson, J. N.: Canad. M. A. J. 79:638 (Oct. 15) 1958. 


(McNEIL) 


McNeEIL LAsoratorigs, INC PHILADELPHIA 32, Pa. 


*lrade-mark Patent Pending 265A59 
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SQUIBB ANNOUNCES NEW 


RAUTRAX 


a logical combination —Raudixin enhanced 
by an entirely new diuretic... Flumethiazide 


thus Squibb offers you greater latitude in solving the problem of 


HYPERTENSION 


for the treatment of hypertension...withojea 


Rautrax combines Raudixin with flumethiazide for action, a lower dosage of each ingredient el 
control of all degrees of hypertension. Clinicians tively maintains safe antihypertensive ther 
report it safely and rapidly eliminates excess ex- 
tracellular sodium and water without potassium 
_ depletion.':?:* Through this dependable diuretic 


Diuresis without serum electrolyte imba 
Flumethiazide—the new, safe nonmercurial diurti 


rapidly achieves its diuretic effect without caus 
action of flumethiazide, the clinical and subclini- appreciable plasma electrolyte imbalance. 


cal edema—so often associated with cardiovascu- Potassium loss is less than with other 2@ 
lar disease—is rapidly brought under mercurial diuretics.’ Moreover, the inclusid 
Flumethiazide also potentiates the antihyperten- supplemental potassium chloride in Raulfa 
sive action of Raudixin. By this unique dual provides added protection against potas! 


fed chic 
ent of 
| odium 
d on 
ithin 
i Raut 
ser) 
ntro! 
Te 
udix’ 
prape 


ear of significant potassium depletion 


¢eiftd chloride depletion in the long-term manage- 
eraent of the hypertensive patient. 


alagpdium and water retention is rapidly relieved,? 
wd once the fluid balance has been brought 
@thin normal limits, continued administration 
Rautrax does not appreciably alter the nor- 
@al servo electrolyte pattern. 
otro! »f hypertension with fewer side effects 
; audixi —a cornerstone on which to build a 
herape: ic regimen for control of hypertension. 


RAUDIXIN 


SQUIBB STANDARDIZED 
WHOLE ROOT RAUWOLFIA SERPENTINA 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


1,2,3 


RAUTRAX...GREATER LATITUDE IN SOLVING THE 

PROBLEM OF HYPERTENSION 

& Prompt, safe antihypertensive effect — by the com- 
plementary action of Raudixin and flumethiazide 

Less potassium loss than with other nonmercurial 
diuretics* 

& No loss in effectiveness after continued administration 

No influence on blood urea nitrogen, blood count or 
other hematologic values* 

& Fewer and less severe side effects*” 

Less need for severe restriction in sodium intake 

& Gout, purpura, or allergic reactions not reported 


SQUIBB 


» | 
| 
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RAUDIXIN PLUS AN ENTIRELY NEW DIURETIC...FLUMETHIAZIDE 
A NATURAL COMPANION 
TO FAMOUS RAUDIXIN TO HELP SOLVE THE PROBLEM... 


HYPERTENSION 


Dosage: 2 to 6 tablets daily in divided doses initially; may 
be adjusted within range of | to 6 tablets daily in divided 
doses. Note: In hypertensive patients already on gan- 
glionic blocking agents, veratrum and/or hydralazine, the 
addition of Rautrax necessitates an immediate dosage 
reduction of these agents by at least 50%. A similar 
reduction is also necessary when these ganglionic blocking 
agents are added to the Rautrax regimen. 

Literature available on request. 


Supply: Capsule-shaped tablets each providing 50 mg. 
Raudixin, 400 mg. flumethiazide, and 400 mg. potassium 
chloride, bottles of 100. 


References: 1. Moyer, J.H., and others: Am. J. Cardiol., 3:113 (Jan.) 
1959. « 2. Bodi, T., and others: To be published, Am. J. Cardiol., 
(April) 1959. « 3. Fuchs, M., and others: Monographs on Therapy, 
4:43 (April) 1959. e 4..Montero, A.C.; Rochelle, J.B., III, and Ford, 
R.V.: To be published. «+ 5. Rochelle J.B., II1[; Montero, A.C., and 
Ford, R.V.: To be published. * 6. Montero, A.C.; Rochelle, J.B., 111, 
and Ford, R.V.: To be published. « 7. Doffermyer, L.R.; Byrd, C.W., 
and Lilly, W.H.: North Carolina M.J. 79:430 (Oct.) 1958. 


Squibb Quality — the Priceless Ingredient 


“RAUDIXIN@®’ AND ‘RAUTRAK’ ARE TRADEMME 
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TWO REINS 


«Avbelanced and buffered formula 
providing effective bronchodilation, 
muctsthifining ahd expectorant actions: 
Contains aminophylline, cohedrine, 
potassium iddide, phenobarbital. 


TABLET, 3 OF 4 TIMes DAILY 


Wm. P. Poyth FESS & Co., Inc. 


ETHICAL PHARMACEUTICALS © RICHMOND 1%, VIRGINIA 


ASTMMA © 
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In depression 


PROMPTLY IMPROVES MOOD 
without excitation 


CONTROL OF 
SYMPTOMS 


STIMULANT 
DRUGS 


SEDATIVE 
DRUGS 


AMINE- 
OXIDASE 
_ INHIBITORS 


“Deprol* 


sadness, 
crying 


EFFECTIVE 


NO EFFECT 


EFFECTIVE 


EFFECTIVE 


insomnia 


ADVERSE 
EFFECT 


EFFECTIVE 


NO DIRECT 
EFFECT 


EFFECTIVE 


anorexia 


ADVERSE 
EFFECT 


NO DIRECT 
EFFECT 


EFFECTIVE 


NO DIRECT 
EFFECT 


psychomotor 
retardation 


EFFECTIVE 


ADVERSE 
EFFECT 


EFFECTIVE 


EFFECTIVE 


anxiety, 
irritability 


ADVERSE 
EFFECT 


EFFECTIVE 


ADVERSE 
EFFECT 


EFFECTIVE 


depressive 
aftereffect 


toxicity 
agitation 
appetite 
loss 


drowsiness 


SIDE EFFECTS: 


yes 


low 
yes 
yes 

no 


WALLACE LABORATORIES 


New Brunswick, N. J. 


. 


“Deprol* 
DOSAGE: 


Usual starting 
dose is 1 tablet 
q.i.d. When 
necessary, this 
may be gradually 
increased up to 
3 tablets q.i.d. 


“Deprol* 
COMPOSITION: 


Each light-pink, 
scored tablet 
contains 1 mg. 
2-diethylamino- 
ethyl benzilate 
hydrochloride 
(benactyzine HCl) 
and 400 mg. 
meprobamate. 
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FRIDAY 
1959 MARCH 1959 


SUN MON TUE WED THU FRI SAT 
12245 
8 9 1011121314 
15 16 17 18 19 20-21 
22 23 24 25 26 27 28 
| 29 30 31 


the sulfa tablet 
he took yesterday morning... 


MAR. 
1959 


is still working this morning 


SATURDAY 


1959 FEBRUARY 1959 | 1959 APRIL 1959 
SmMTWT FS SMTWHES 
8 9 10111213 14 $6789 
. 15 16 17 18 19 20 21 12 13 14 15 16 17 18 
ks 22 23 24 25 26 27 28 19 20 21 22 23 24 25 
2 MAR. 26 27 28 29 30 
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Midicel 


(sulfamethoxypyridazine, Parke-Davis} 
maintains effective sulfa levels for 24 hours with a single tablet 


In addition to its prolonged effect, MIDICEL provides these other signifi- 
cant clinical advantages: 1 tablet-a-day schedule—greater convenience 
and economy for patients rapid effect prompt absorption wide anti- 
bacterial spectrum — effective iv urinary tract infections, upper respira- 
tory infections, bacillary dysenteries, and surgical and soft tissue 
infections, due to sulfonamide-sensitive organisnis « well tolerated— 


low dosage and high solubility minimize possibility of crystalluria. 

adult dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infec- 
tions, or 4 tablets (2 Gm.) for severe infections, Maintenance — 1. tablet 
(0.5 Gm.) daily. 

children’s dosage: According to weight. 

See literature for details of dosage and administeation. 
available: Quarter-scored tablets of 0.5'Gm., bottles of 24, 100, and 1,000. 


2 
IP): PARKE, DAVIS & COMPANY - DETROIT $2, MICHIGAN 
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=and control 


Patient A.S., age 53. Patuipamate (Tabs. jt.i.d. and H.S.); 
Intermittent crises of severe pain over 2 year prompt relief of symptoms. Radiograph 

period; hospital management with Sippy regimen (21 days later) confirms healing of minute lesser 
provided relief of symptoms; however, curvature gastric ulcer crater. 


symptoms recurred after each sojourn. 


predictable results in the control 


Meprobamate with Patuiton® Tridihexethyl Chloride* LepERLE 


Used prophylactically in anticipation of periods of emotional stress, or therapeuti- 
cally to relieve tension and curb hypermotility and hypersecretion, PATHIBAMATE 
is particularly well-formulated for the control of gastrointestinal disorders. 


PaTHIBAMATE combines Meprobamate (400 mg.) —the noted tranquilizer-muscle relaxant widely accepted for safe 
management of tension and anxiety states— and PaTHiLton (25 mg.) —an extremely well-tolerated anticholinergic, 
long noted for prompt symptomatic relief based on peripheral atropine-like action with few side effects. 

Indications: 

Duodenal ulcer, gastric ulcer, intestinal colic, spastic and irritable colon, ileitis, esophageal spasm, anxiety 

neurosis with gastrointestinal symptoms, gastric hypermotility. 

Supplied: 

Bottles of 100 and 1,000. Each tablet (yellow, %-scored) contains Meprobamate, 400 mg.; Patuiton Tridihexethyl Chloride, 25 mg. 
Administration and Dosage: 

1 tablet three times a day at mealtimes and 2 tablets at bedtime. Adjust dosage to patient response. Contraindicated in glaucoma, 
pyloric obstruction, and obstruction of the urinary bladder neck. 


Also Available: Patuiton in four forms — Tablets of 25 mg., plain (pink) or with phenobarbital, 15 mg. (blue) ; 
Parenteral — 10 mg./cc. — 1 cc. ampuls; 
Pediatric Drops — 5 mg./cc. — dropper vials of 15 ce. 


*PaTHiton is now offered as tridihexeth}l chloride instead of the iodide, an advantage permitting wider use, since the latter 
could interfere with the results of certain thyroid function tests. 


LeperLe Laporatories, A Division of AMERICAN Cyanamip Company, Pearl River, New York 
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anagement 


of constipation 


DORBAN 


(1,8-dihydroxyanthraquinone) 


DORBANTYL FORTE 


ae 
| 
¢ 
= no griping = well tolerated, non-hak 


specific for situational stress 


, PHENERGAN aids in carrying your patients through difficult 
periods of stress. It creates a state of quiescence without depress- 
ing vital functions. Because of its many actions and uses, 
PHENERGAN is used extensively in obstetrics, surgery, and in 
wide-ranging areas of medicine. 


versatile in action indications : 

Psychic sedative Nausea and vomiting 

Antiemetic Motion sickness 

Antihistaminic Surgical sedation 

Analgesic and narcotic Obstetrical sedation 
potentiator 


Oral surgery and dental procedures 
Allergic reactions 


PHENERGAN 


HYDROCHLORIDE Philadelphia 1, Pa. 
Promethazine Hydrochloride, Wyeth 


INJECTION TABLETS SYRUP SUPPOSITORIES 


Comprehensive literature supplied on request 


Motion sickness Surgical and Allergic reactions 
Nausea and vomiting obstetrical sedation 


4 


the completely new, 2-speed 
SANBORN Model 100 VISO-CARDIETTE 


Here is an electrocardiograph in which no detail has been overlooked 
to give you diagnostically accurate information ...the greatest 
possible operating convenience ...and modern, functional attractiveness. 
With thirty-five years of experience, this is the finest electrocardiograph 
Sanborn Company has ever produced. Priced at eight hundred fifty 
dollars, delivered continental U.S. A. 


SAN BORN ANY 
MEDICAL DIVISION « 175 Wyman St., Waltham 54, Mass. 
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...and can you believe it, I've outgrown my maternity clothes! a 


On her post-partum office visit... your prescription for TRIVA (douche, b.i.d.) helps to promote 


more fapid post-partum healing 


and reduced discharge. TRIVA's 


powerful antiseptic,’ detergent? 


and chelating’ agents.,.destroy harmful micro-organisms, cleanse the vaginal vault, provide a 


more sanitary environment for healing. After this urogenital cleansing, TRIVA's saline agent* 
helps soothe and restore mucosal tissues to normal. / Already proven effective against all types 


of vaginitis. ,.easy-to-preseribe, easy-to-iise, TRIVA should also be a routine part of your post- 


partum treatment. / Supplied: Package of 24 individual 3 Gm. packets. Each packet contains: 
‘Oxyquinoline Sulfate, 7Alky! Aryl Sulfonate, “Disodium Ethylene Bis-iminodiacetate, 


‘Sodium Sulfate, *Dispersant. BOYLE & Company, Los Angeles 54, California 


BALINESE WOOD CARVING, CIRCA 1850 AD, COURTESY FRANKLIN GALLERIES, LOS ANGELES 
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THORAZINE? =<... 


for tranquility with sedation 


‘Thorazine’ promptly controls agitation, belligerence 
and hostility. On “Thorazine’, patients become 
calm, sociable and more willing to accept the 

restrictions of old age. 


COMPAZINE? 


for tranquility with alertness 


‘Cémpazine’ alleviates confusion, forgetfulness 
and feelings of isolation. Furthermore, ‘Compazine’ 
often exerts a unique alerting effect, resulting 
in renewed zest in life and living. 


‘Thorazine’ and ‘Compazine’ are available in Tablets, Span- 
sule® sustained release capsules, Ampuls, Multiple dose vials, 
Suppositories and Syrup. 


SMITH KLINE & FRENCH LABORATORIES 
leaders in psychopharmacology 
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FOR THE 
FAMILY 


AVAILABL 

AAG 


a ? LO | ! i 

AO 

) 


An attractive office scroll is now available to 
merican Academy of General Practice members. 
Prepared by the Academy’s Commission on 
Legislation and Public Policy, the scroll high- 
lights the family doctor’s functions and briefly 
outlines programs and objectives. 


The new scroll, on the wall of your office or 
reception room, tells your patients that you are 
fan American Academy of General Practice 
member, actively interested in postgraduate 
education and high professional standards. 

he Commission on Legislation and Public Policy 
believes that practical public and professional 
relations are most effective in the doctor’s office. 
The new membership scroll is instantly informa- 
tive and educational. Use it to tell your patients 
more about the general practice of medicine and 
Shipped in a sturdy mailing tube, the scroll can 
be inexpensively framed. 


~ 
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DOCTOR 


. knows his patient as a person 


. . is a trained physician dedicated to caring for the health and 
medical needs of the individual and the family as a unit 


continuing postgraduate edu- 

. . has complete hospital facilities at his immediate disposal 

+ + belongs to 
THE AMERICAN ACADEMY OF GENERAL PRACTICE 


the only national medical association of family doctors. Founded 
in 1947, it sets high membership standards and strives to 


+ promote and maintain high professional and ethical stan- 
Gards in the general practice of medicine and surgery 


+ encourage young men and women to prepare for active 
carcers in general practice 


+ Preserve the family doctor's right to engage in medical and 
surgical procedures for which he is qualified by by training and 


(Approximately one-fourth reduction; actual size: 11144"x 20”.) 


AAGP Scroll 

American Academy of General Practice 
Volker Boulevard at Brookside 

Kansas City 12, Missouri 


Here’s my $1.00. Please send me an Academy membership scroll. I 
have been an American Academy of General Practice member since 


NAME 


PLEASE PRINT 
STREET ADDRESS 


City, ZONE AND STATE 
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all symptoms of allergic 

rhinitis; and in urticaria, 

atopic and contact 

dermatitis. The summary 

conclusion of extensive 

Clinical studies to date: x 

Dimetane provides 

unexcelied antihistaminic 
oti ncy with minimal 

side effects. 

Forms available: Oral: 

Extentabs® (12 mg.), 

Tablets (4 mg.), 

Elixir (2 mg./5 oc.) 

Parenteral: 

injectable (10 még./cc.)” 

or Dimetane -100 

Injectable (100 mg./cc.). 

A. H. Robins Go., 

Richmond 20, Virginia 

Ethical Pharmaceuticals 

of Merit Since 1878, > 


Allergic 


FOR PROVEN MENOPAUSAL BENEFITS 


The vast majority of meno- 
pausal women, especially on 
the first visit, are nervous, ap- 
prehensive, and tense. PMB- 
200 or PMB-400 gives your pa- 
tient the advantage of extra 
relief from anxiety and tension, 
particularly when the patient is 
“high strung,” under prolonged 
emotional stress, or when psy- 


Two potencies that will meet 
the needs of your patients: 
PMB-200 — Each tablet con- 
tains conjugated estrogens 
equine (“Premarin”) 0.4 mg., 
and 200 mg. of meprobamate. 
When greater tranquilization is 
necessary you can prescribe 
PMB-400 — Each tablet con- 
tains conjugated estrogens 


chogenic manifestations are acute. Proven menopausal equine (‘‘Premarin’’) 0.4 mg., 
benefits are confirmed by the wide clinical acceptance of and 400 mg. of meprobamate. 
“Premarin,” specifically for the relief of hot flushes and Both potencies are available 
other symptoms of estrogen deficiency, together with the in bottles of 60 and 500. 

well established tranquilizing efficacy of meprobamate. Ayerst Laboratories New York16,.N.Y. 


oe Canada 
5916 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 
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Can antacid therapy be 
made more effective? 


ANNOUNCING 


THI “MOST | SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Each Tablet contains $20 mg. highly reactive, short poly- 
mer dried aluminum hydroxide gel; stabilized with hexitol, with 75 mg. magnesium hydroxide. _ 


'Neutralizes acid faster (quicker relief) 
2. Neutralizes more acid (greater relief) 
38. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 


x 
y | 
¥ 
a 
= 
| 
= 
. 


HO OH 
H 


_ a new high in effectiveness ia 
and palatability 


OH OH 

m is at least | and averages jew than 6. X ie a cation. 


neutratlzntion with 10 teasing antacid tablets?) 


new 
CREAMALIN 
“tablets 


Tablets were powdered and suspended In distilled water M. P, end Talnter, M.L: A ne 
in @ constant temperature container (37° C) equipped hyperacidity. 
with mechanical stirrer.and electrodes. Hydrochtoric 

acid was added as needed to maintain pH at 3.5. Volume of 

acid required was recorded at frequent intervals for one hour. - 


Do antacids have to taste 7 
chalky taste. New Creama.in tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


* NO ACID REBOUND + NO CONSTIPATION 
NOSYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES - NEW YORK 18, NEW YORK 
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CREAMALIN neutralizes more acid faster’ CRrAMALIN neutralizes more acid longer 
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—o tol itivity d comprehensive literature available on req 
PISLOL ) “KANTREX Sensitivity Discs and comprehensive re available on requ. 


qn 


infections 


(as with sonnei) 


“remarkably and consistently 
satisfactory” response 


TREX 


CAPSULES 


For oral use only; not for systemic infections 


with 


clinical studies have 


that Kanrrex Capsules are “effective,” “effi- 


eacious,”* and “consistently satisfactory”® in 
the treatment of gastrointestinal infections, 
particularly those due to Shigella, Salmonella, 
and Endamoeba histolytica. Out of 175 cases re- 
ported by six groups of investigators, KANTREX 


EFFECTIVE RESULTS WITH KANTREX THERAPY 
IN 88% OF VARIOUS TYPES OF G.I. INFECTIONS 


DIAGNOS!S NO.PATIENTS Good Indeterminate None 


Shigellosis 
Acute 12 12 
Chronic 14 14 

Salmonellosis 26.7 


7 


Amebic colitis 4 4 
Gastroenteritis 3 1 
Diarrhea 5 76 61 

TOTALS 175 155 


In some of the Shigella and Salmonella cases, KANTREX Intra- 
Muscular was administered, as well as KANTREX Capsules. 


NINOOCOO oo 


q 


produced satisfactory results in 155, or 88%. | 
2,345.67 Successful results were obtained in 
acute and chronic shigellosis, acute and chronic 
salmonellosis, diarrhea in pediatric patients, 
and amebiasis. Oral KANTREX was well tolerated 
in virtually all cases “without nausea, vomiting, 
abdominal distress or diarrhea.”’! 
DOSAGE for treatment of intestinal infections: 


Infants and children: 50 mg. per kg. of body 
weight per day in 4 to 6 divided doses. Adults: 
3.0 to 4.0 Gm. (6 to 8 capsules) per day in 
divided doses for 5 to 7 days. 

KantTreEx Capsules are also indicated for pre- 
operative sterilization of the bowel. 


Supply: 
KanTrex (kanamycin sulfate) Capsules, 0.5 
Gm., in bottles of 20 and 100. 


1. Finegold, S. M., et al.: Antibiotics Annual 1958-1959. 
In press. 2. Finegold, S. M., et al.: Annals N. Y. Acad. 
Sci. 76:319, 1958. 3. High, R. H., Sarria, A., and 


Huang, N. N.: Ibid. 76:289, 1958. 4. Ruiz Sanchez, F., 


3 
0 
Acute 7 Oo | 
Chronic 7 0 References: 
Amebiasis 4 51 5 
. : man, W. G., and Platou, R. V.: Ibid. 6. Thurman, 
W. G., and Platou, R. V.: Annals N. Y. Acad. Sci. j 
1958. 7. Yow, E. M., and Monzon, O. T.: 
Antibiotics Annual 1958-1959. In press. . 
| 
STOL LABORATORIES INC., SYRACUSE, N.Y. 


Record of patient with congestive failure, 
treated at a leading Philadelphia hospital. 
Photos used with as of the patient. 


ee marked pitting 
4th edema (4+) 
cleared in 4 days 
\ with Esidrix 


ESIDRIX 1S: 10 TO 15 TIMES MORE ACTIVE THAN CHLOROTHIAZIDE 


INDICATED congesti eart DOSAGE: Esidrix is administered orally in 
IN eos ve h an average dose of 75 to 100 mg. = 
ure hypertension ypertensive with a range of 25 to 200 mg. A single 
fail re eh may be given in the morning or tablets may 
vascular disease « premenstrual edema 
SUPPLIED: Tablets, 25 
¢ toxemia of pregnancy « edema of mg. (pink, scored) ; bot- 
tles of 100 and 1000. 


pregnancy « steroid-induced edema Tablets, 50 mg. (yel- 
low, scored); bottles 


e nephrosis « nephritis of 100 and 1000. 
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LS., 81-year-old patient with com- 
plaint of painless hematuria admitted 
t6 hospital on 3/3/59. Past history in- 
cluded congestive heart failure of 15 
years’ duration. Clinically significant 
symptoms: expiratory wheezes over 
entire chest; bilateral coarse rales of 
both bases; slight abdominal disten- 
tion (without evidence of ascites) ; pal- 
pable liver 2-3 fingerbreadths below 
rib cage; bilateral pitting edema (4-++-) 
of pretibial and ankle area. Admis- 
sion diagnosis: hematuria of unknown 
origin; arteriosclerotic cardiovascular 
disease; poorly compensated heart 
failure; chronic pulmonary fibrosis 
with pulmonary insufficiency. 


Patient L.S. 
Date 3/4 


Patient was put on regimen of bed 
rest, moderate salt restriction, digi- 
talis and pulmonary decongestants. 
When ankle edema, hepatic conges- 
tion and rales failed to clear by 3/6, 
Esidrix 50 mg. b.i.d. was ordered. By 
3/8 L.S. had lost 3 pounds. Rales de- 
creased; there was 1+- pitting edema 
of ankle area only. He felt more com- 
fortable, was able to enjoy reading 
newspapers and magazines in bed. 


By 3/11, patient’s weight had dropped 
2 more pounds. Ankle edema and 
lung rales were gone. Patient toler- 
ated cystoscopy and fulguration of a 
small bleeding polyp in his bladder 
on 3/12 very well. Ambulatory on the 
4th day of Esidrix therapy, L.S. visited 
his neighbors down the hall, played 
checkers with another patient. On 

3/14 he was discharged. 


3/12 3/13 


Urinary 
Output (ml.) 840 


Weight (Ibs.) 139 


_ Esidrix Dosage 0 
(mg./ day) 


T.M, 
Si 1 (hydrochlorothiazide CIBA) 


* relieves edema in many patients refractory to other diuretics’ 
® often produces greater weight loss than parenteral mercurials 


or chlorothiazide’ 


* provides a greater average reduction in blood pressure than chlorothiazide* 
« is exceptionally safe... reduces the likelihood of electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959, 2. Clark, G. M.: Clinical report to CIBA. 


3. Dennis, E. W.: Clinical report to CIBA. 
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all 


regardless 
etiology 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc. 
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(Isoproterenol Sulfate, Abbott) 


In the normally active life of the young, asthma 
is something which can seem near-tragic. This 
we know. However, no one, from early school- 
age to adulthood, need feel restricted because 
of the threat of bronchospasm .. . not when 
Norisodrine’s rapid therapy is at hand. - 

Using Norisodrine in the compact Aerohalor 
is really quite a simple procedure. A few 
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NORISODRINE suttate powder in the AEROHALOR® 


(Powder Inhaler, Abbott) 


easy breaths. Norisodrine’s powder particles are 
drawn directly to the mucous membranes of the 
respiratory passages. Almost invariably, then, 
bronchospasm’s torment ends—just like that. 

It’s reassuring to the asthmatic to know that, 
with Norisodrine in the Aerohalor, instant relief 


from the condition is 
literally in his pocket. Cbbott 
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like crying all the time... 
sleep...” 


in the depressed, unhappy patient 


PROMPTLY 
IMPROVES 


without excitation 


- 
a 
Signe 
\ 


_“. ACTS FAST TO RELIEVE DEPRESSION 
AND ITS COMMON SYMPTOMS: 


sadness, crying, anorexia, listlessness, irritability, rumination, 
insomnia, tension and anxiety. 


RESTORES NORMAL SLEEP 


without hang-over or depressive aftereffects. Usually eliminates 
need for sedative-hypnotics. 


EFFICACY AND SAFETY 
CONFIRMED IN OVER 
3,000 DOCUMENTED CASES" 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, § 
this dose may be gradually increased up to 3 tablets q.i.d. : 
Composition: Each light-pink, scored tablet contains 1 mg. 
2-diethylaminoethy! benzilate hydrochloride (benactyzine HCl) 
and 400 mg. meprobamate. 


References: 

1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1958. 

2. Current personal communications; in the files of Wallace Laboratories. 
3. Pennington, V.M.: Am. J. Psychiat. 119:250, Sept. 1958. 


depression... * 


Qi) WALLACE LABORATORIES, New Brunswick, N. 7. 
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Davol Nipple Covers, made of sturdy 
Marlex, are laboratory tested to withstand 
the pressure of Terminal Sterilization up 
to 250°F. They enable mothers to use the 
safe, convenient hospital method of steriliz- 
ing with nipples upright — and they keep 
nipples and formula sterile up to feeding 


time. Fingers need never touch the nipple. 


The Davol Feed-Rite Nurser is made com- 
pletely of Marlex plastic—laboratory tested 
not to break, leak or warp. Marlex resists 
bacteria . . . will not absorb odors or tastes. 
Pure white plastic, it’s easy to clean—inside 
and out. Wonderfully light weight for 
holding and traveling. 


Davol Feed-Rite Plastic and Duraglas 
Nursers feature the exclusive Davol 
Nipple Cover. 


pavor PRODUCTS 
Designed 
with Baby in Mind 


DAVOL RUBBER COMPANY 
PROVIDENCE 2, R. I. 
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FIRST 60 SECONDS 


SECOND 60 SECONDS 


Tired of Fighting the Bedsore Problem? 
APP Units Are the Proved Way to Help Cure and Prevent Decubiti 


The Alternating Pressure Pad helps prevent and cure decubit:i by automatically 
shifting body pressure points every two minutes as illustrated ...thus maintain- 
ing adequate circulation and preventing tissue breakdown. The combination of an 
APP Unit and normal nursing care starts granulation usually within a few days. 

Equally important, APP Units eliminate the constant turning of patients, 
(which in some cases adversely affects recovery) and provide passive massage 
on a 24-hour basis. 


Thousands of APP Units are now in use. Many more are needed for private 
patients in hospitals and nursing homes. Units are available from leading surgi- 
cal supply houses for standard beds, respirators and wheel chairs. 


APP Units are manufactured solely by Air Mass, Inc., Cleveland, Ohio, U.S. A. 


MAIL THiS COUPON FOR ACTION 


THE R. D. GRANT COMPANY 

805D Hippodrome Building 

Cleveland 14, Ohio, U.S. A. 

OC Please send complete details on APP Units. 

0 Please send APP Unit Clinical Reports. 

CO Please have your representative call me to arrange a demonstration. 
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CHYMA 


Chymotrypsin 


in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive therapy for 60 patients suffer- 
ing from asthma, bronchitis, rhinitis or sinusitis. “In the majority (48) 
of these cases, improvement was demonstrated by easier breathing, im- 
proved vital capacity, thinning of bronchial secretions, ability to raise 
sputum more freely and a reduction in the amount of expectoration.””! 
In 2 other studies, Chymar was used with good success in treating 45 
cases of asthma.*:* Supplied in 5 cc. multiple dose vials with 5000 


Armour Units per ml. Also available as Chymar in Oil. 1. Parsons, D. J.: 
Clinical Medicine 5:1491, 1958. 2. Diaz, E. S.: Revista de la Confederacion Medica Panameri- 
cana &:402, 1958. 3. Diaz, E. S.: Sinopsis Medica Internacional 6:20 (March) 1958. 


Chymar Aqueous is also preferred for systemic anti- 
inflammatory action in obstetrics, gynecology, 
dermatology, surgery, accidents and eye diseases. 


ARMOUR PHARMACEUTICAL COMPA - KANKAKEE, ILLINOIS - A Leader in Biochemical Research 
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THE OUTLOOK IS CALM 


FOR THE HYPERTENSIVE 


Butiserpine’ 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 
side effects. 
—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.) to induce calmness without 
drowsiness. 


Butiserpine Tabiets + Elixir + Prestabs® Butiserpine R-A 
(Repeat Action Tabiets) 


; 
4 
BY 


ates the 


the pattern of 


therapy | 


. 


capsules 

125 mg., 250 mg. 

oral suspension 

orange flavored, 2 oz. bottle, 125 mg. ‘ 
per teaspoonful (5 ec.) 

pediatric drops- | 
orange flavored, 10 cc. bottle (with 


calibrated dropper), 5 mg. per | 
(100 mg. per cc.) 


Bien Science for the world’s well-being 


PFIZER LABORATORI 
Division, Chas. Pfizer & Co., Ine 


Seeapia and high initial antibiotic blood levels are 


recoveries. Glucosamine there 4 Brooklyn 6, N. 
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2 million reasons for using FURADANTIN fi 


in each patient 


| 

j 
brand of nitroturantein 

OF 
j 
/ 

Phe “4 

rsil 
\ 


yelonephritis 


“the most important concept is that it is a tubular disease’””’ 


e amost important 
characteristic: 
effective at the 
tubular level 


In addition to simple glomerular filtration, 
FURADANTIN is actively excreted by the cells of the tubules. 


In the medical management of pyelonephritis, it is important to select an agent such 
as Furapantin which—in addition to its glomerular filtration—is secreted by the 
cells of the tubules. Sulfonamides, however, both free and acetylated, are excreted 
primarily by glomerular filtration? and “the mechanism of excretion of tetracycline 
is solely a glomerular filtration process without tubular involvement.”® 

Tubular excretion—a significant and singular characteristic of FurapaANTiN—is but 
one reason why “the protracted administration of nitrofurantoin [FuraDANTIN] to 
patients with ineradicable urinary tract infection, particularly chronic pyeloneph- 
ritis without demonstrable obstruction, may usefully complement the medical 
management of this difficult problem.”* 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 

References: 1. Smith, I. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Bass, A. D.: Chemo- 

therapy of Bacterial Infections II: Sulfonamides, in Drill, V. A., ed.: Pharmacology in Medicine, 

New York, McGraw-Hill Book Co., Inc., 1954. 8. Pindell, M. H., et al.: J. Pharm. Exp. Ther. 

122:61A, 1958. 4. Jawetz, E., et al.: A.M.A. Arch. Int. M. 100:549, 1957. 

NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides G 


EATON LABORATORIES, NORWICH, NEW YORK 


Vessels for 
mental health 


To make phenothiazine ataraxics, modern 
pharmaceutical production requires gigantic and 
complex equipment. The camera shows some of it 
here at Wyeth’s Fine Chemicals Section in 

West Chester, Pa. Standing in stainless-steel 
platoons two and three stories high, weighing many 
tons, its target is the tiny hypothalamus, 

weighing about 4 grams. 


The man in the foreground is John S. McCoy, Ph.D. 
in organic chemistry. His hat speaks of a 

potential hazard, seldom experienced, but 
nevertheless possible in alkyl reactions. 


As manager of the Fine Chemicals Section of 
Wyeth, Dr. McCoy is a rare example of the 
expert’s expert. His is a field requiring one of the 
highest human skills, coaxing the right reactions 
from massive vessels. He sets up the step-by-step 
techniques. He writes the operating data that guide 
his supervisory chemists and operators through the 
entire intricate process. His instructions include the 
selection of apparatus, the choice of reagents, the 
time, temperature, and pressure needed for reaction, 
the purification and recovery of the drug. 


This is a life with high-temperature, high-vacuum 
distillation, fractionation, and receivers. 

Dr. McCoy thinks of this equipment and its use as a 
contribution to the new medical abilities that 
practitioners now have. One of the most important 
is the capacity to modify hypothalamic impulses, 
thereby restoring emotional calm to patients. 


Dr. McCoy and his group are part of the notable 
team that Wyeth has assembled for service 
to medicine. Their skill and dedication aid 
the hand that writes prescriptions. 


Wieth 


Philadelphia 1, Pa. 


| — 
— 
* 
x 
j 


NUGESTORAL. 


in the treatment of 
habitual abortion 


NUGESTORAL will help you bring the 
abortion-prone patient to term by supply- 
ing five agents known to contribute to 
fetal salvage. It creates an optimal environ- 
ment for the maintenance of pregnancy. 


CLINICAL REPORT 


Fitzgerald* has reported a fetal 
salvage rate of 50% in a group 
of habitual aborters with the 
addition of NUGESTORAL to his 
standard regimen for abortion- 
prone patients. 


*Fitegerald, W.: Clinical Medicine, 
5:1087, 1958. 


Formula: A daily dose of three NUGESTORAL 
tablets provides 45 mg. Progestoral® (Ethister- 
one) ;525 mg. Ascorbic Acid ; 525 mg. Hesperidin; 
6 mg. Sodium Menadiol Diphosphate (Vit. K 
Analogue); 10.5 mg. dl, Alpha-Tocopherol Ace- 
tate (Vit. E). 


Issued: For greater patient economy 


NUGESTORAL is now available in boxes of 100 
gold foil wrapped tablets as well as in boxes of 30. 


ORANGE, NEW JERSEY 
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ANNOUNCING 


LEDERLE 


HIGHLY EFFECTIVE 
TRANQUILIZER FOR 
EXTENDED OFFICE 
PRACTICE USE 
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USEFULNESS 


| POSITIVE CALMING 
| ACTION ADAPTED 
| FOR LOWER RANGE 
| OF EMOTIONAL 
| DISORDERS 


EXCELLENT 
TOLERATION — 
MARKED 
REDUCTION IN 
COMPLICATIONS 
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The development of TENTONE® Methoxypromazine Maleate 
Lederle does not duplicate primary function of existing tranquilizers. 
TENTONE fills the need for a practical, potent agent for extended 
use in everyday practice (as illustrated above). 


Action of TENTONE Methoxypromazine Maleate approaches that 
of the strong phenothiazines without their drawbacks. Calming re- 
sponse is positive and rapidly apparent to both patient and physi- 
cian. However, as a basic phenothiazine modification, TENTONE 
allows full therapeutic application in the mild and moderate range 
of anxiety-tension and somapsychic disorders most usually seen in 
general practice. 


Incidence of untoward reactions is exceptionally low and approxi- 
mates the mild ataractic drugs. Reduction in sensitivity reaction, 
intestinal distress, blood, brain or liver toxicity is striking, particu- 
larly in the low dosage range. TENTONE exhibits greater freedom 
from depression and drug habituation. Physical and psychic orienta- 
tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe cases, this 
sedative effect may be desired. 


TENTONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 
distress or inadequate benefit are rare. 
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WHEN MORE THAN 
MILD SEDATIVE 
EFFECT IS DESIRED 


POSSIBLE 
POTENTIATION OF 
ANALGESICS 

AND NARCOTICS 


ADAPTABLE 
LOWER DOSAGE 
RANGES 


Consequently, TENTONE is more useful than other ataractic drugs 
in two areas: (1) mild to moderate conditions—when more than 
mild sedative effect is sought, (2) middle range of moderate to severe 
cases— when less than psychopathology is involved. 


Indications include © common anxiety-tension states ® obsessive- 
compulsive behavior § neurosis ® depression ® situational anxiety 
and hysteria 


And the emotional components of: @ agitation ® restlessness ® 
tremors ® insomnia ® alcohol- and drug-withdrawal syndrome ® 
hyperkinesis ® prenatal anxiety ® rheumatic disorders ® dermatoses 
® menopausal syndrome ® premenstrual tension ® peptic ulcer, 
other g.i. disorders ® asthma, other allergy ® multiple sclerosis, arter- 
iosclerosis ® malignancy, other progressive diseases 


Since tranquilizing drugs may potentiate the action of pain-relievers, 
sedatives, and barbiturates, they should be used with caution in 
conjunction with them, or to achieve a greater response to these drugs 
in various conditions when desired. They may also be useful in 
reduction of effective dosage to better tolerated, or non-habituating 
levels. 


Dosage must be individualized to severity of condition and response 
desired. 


In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 
range from 100 to 1500 mg. daily in divided doses. 


Supplied: 10 mg., 25 mg. and 50 mg. tablets 


LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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FOR SKIN INTEGRITY 
FEED BREM innibits excessive ammonia formation and 


NEW LIQUID AND powoERED Giaper rash...lactose (the sole carbo- 
hydrate) minimizes perianal dermatitis ...and high unsaturated fatty acid content 
reduces likelihood of eczema. Easy for mothers — just add water 


BREMIL MULL-SOY DRYCO BETA LACTOSE KLIM 


AND FOR THOSE WHO CAN'T “TAKE” MILK... MULL-SOY® 
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POWDERED IS 
MOST PALATABLE... 
PORTABLE TOO! 


POWDERED Goal MILK 
IS BACK IN 
FuLL SuPPLty ! 


anywhere. Palatable and portable, Meyenberg Powdered is extra convenient for travel- 

ing ... and costs less. Like Meyenberg Evaporated, Meyenberg Powdered Goat Milk is 
a medication of choice for cow’s milk allergy. In some cases, however, it is preferable to prescribe 
Meyenberg Powdered —as in the case of older children. Because Meyenberg Powdered tastes just 
like dairy-fresh milk, the transition from cow’s to goat's milk is a naturally simple one. Powdered 
or Evaporated, Meyenberg Goat Milk is nutritionally equal to cow’s milk in protein, fat, carbohy- 
drate and minerals. It provides a fine soft curd, 


N= YOU can prescribe Meyenberg Powdered Goat Milk, and your patients can get it 


F lae er 
readily digestible and free of crude fibers which 
may cause diarrhea. Always specify Meyenberg, 
Introdu-tory 
your assurance of goat milk of the highest, most | — 


dependable quality. By Jackson-Mitchell Pharma- | ional Tablespoon | 3 Fl. Oz. 
ceuticals, Inc.—serving the medical profession for 
25 years. 


Standard Formula | 1 Tablespoon | 2 Fi. Oz. 20 


Increase caloric value as desired by the addition of a carbohydrate. 
FULL-SIZE TRIAL CAN AVAILABLE ON REQUEST 


Powdered in 14 oz. cans, Evaporated in 14 fl. oz. cans. 


JACKSON-MITCHELL Pharmaceuticals, Inc. 
10401-J Virginia Avenue, Culver City, Calif. 
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The results of administering Delalutin before the 12th week of gestation to 82 women 
with habitual abortion were reported recently by Reifenstein.! Every patient had 
experienced at least three consecutive abortions immediately preceding the 

treated pregnancy. More than 68% of these women were delivered successfully 

and uneventfully following Delalutin therapy. 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
64% of 42 pregnancies were salvaged by progesterone 
83% of 73 pregnancies were salvaged by Delalutin 


Eichner,’ found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. 
108 (76%) of 142 babies of this birth weight survived without progestational therapy. 
16 (100%) of 16 babies of this birth weight survived with Delalutin therapy. 
A comparison study was made of a group of repeated aborters treated with Delalutin, 
and a group with a similar history treated with bed rest and sedation.* Pregnancy salvage 
with Delalutin was twice that of the control group. Delalutin was found to be “highly 
active”, well-tolerated and long-acting. 
Delalutin offers these advantages over other progestational agents: 
* longer-acting and more sustained therapy 
¢ more effective in producing and maintaining a completely matured secretory 
endometrium 
no androgenic effect 
more concentrated solution requires injection of less vehicle 
unusually well-tolerated, even in large doses 
requires fewer injections 
low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary ; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate 
corpus luteum function; production of secretory endometrium and desquama- 
tion during estrogen therapy; premenstrual tension; dysmenorrhea; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity, Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76:279, 1958. 


Squibb Quality—the Priceless Ingredient 


“Delalutin’ is a Squibb trademark 
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GENTIAN VIOLET 


VAGINAL TABLETS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent ‘gel’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sary one tablet twice daily may be recommended. 
Patient should take a Nylmerate Solution water douche 
on arising and preceding next tablet application. 
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unsurpassed broad-range 
germicide plus unique detergent action 


relieves scaling + flaking + itching « infection 


BETADINE SHAMPOO safely and successfully treats 
seborrheic conditions characterized by ery- 
thema, scaling and exfoliation, excessive dan- 
druff, and pruritus. BeTADINE SHAMPOO, for 
daily over-all cleaning, is an effective prophy- 
lactic agent in preventing acute inflammatory 
skin conditions caused by pyogenic organisms, 
and an excellent adjuvant to systemic antibiotic 
therapy. 


BETADINE SHAMPOO is “. . . an effective and an 
aesthetic form of therapy for patients with 
seborrheic dermatitis of the scalp and pyodermas 
of the skin.”! 


BETADINE 


brand of Povidone-Iodine 


SHAMPOO 


nonstaining « virtually nonirritating 


in seborrheic dermatitis: 1. Apply two teaspoonfuls of BETADINE SHAMPOO to hair and scalp, 
use warm water to lather. Rinse. 2. Again apply two teaspoonfuls of BETADINE SHAMPOO. 
Massage gently into scalp and allow to remain on the scalp for at least five minutes. 3. Work 
up lather to a rich yellow color, using warm water. Rinse scalp thoroughly. Repeat treatment 
twice weekly until improvement is noted. 


in pyoderma: For prophylaxis, use nightly as a liquid cleanser on the entire body and leave 
on for five minutes, then rinse thoroughly. 


supplied: Berapine SHAMPoo in 4 oz. plastic squeeze bottle, complete with directions. 


established in 1905 1. Frank, L.: Research Report 1.35 
TAILBY-NASON COMPANY, INC., Dover, Delaware. 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,.2, an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 
the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100- 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


nin, Cry ine Vitamin BY 


» MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


REDISOL 1S A TRADEMARK OF MERCK & COry INC 
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the preferred 


vaginal douche 


| 
| 
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| 
Massengill Powder has a “‘clean’”’ re- | 
freshing fragrance. It is favored by most | 
patients. 
Massengill Powder is buffered to main- 
tain an acid condition in the vaginal 
mucosa. It is more effective than vinegar 
and simple acid douches. Its mild astrin- | 
as gency alleviates the distress of inflamed 
tissues. 
Massengill Powder has a low surface 
tension which enables it to penetrate into 
and cleanse the folds of the vaginal mucosa. 


Indications: Massengill Powder solutions 
are a valuable adjunct in the manage- 
ment of monilia, trichomonas, staphylo- 
) coccus, and streptococcus infections of 
‘in the vaginal tract. 

Currently, mailings will be forwarded 
only at your request. Write for samples 
and literature. 


in 


1, PA. 


| CO., 


COMPANY 


* SAN FRANCISCO 


x 
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why is 


massengill powder 


the preferred vaginal douche? 


The clean, refreshing fragrance of Massengill 
Powder is acceptable to the most fastidious for 
therapeutic or routine hygienic use. Solutions 
are easily prepared, convenient to use, non- 
staining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild 
astringent properties tend to decrease vaginal 
secretions. 


ve 


Clean-Up After Antibiotics 


Following intensive antibiotic therapy, many female 

patients complain of vulvar pruritus or vaginitis, many 

present the classical picture of monilia albicans infec- 
tion. Regular use of Massengill Powder, with its pH of 3.5 to 
4.5, helps restore the normal acidity of the vaginal tract. 
Mildly astringent, it inhibits growth of pathogens. 


Low pH Retention Massengill Powder is buffered to retain 
acidity. In a recent study, ambulatory patients—with an alka- 
line vaginal mucosa resulting from pathogens—taintained an 
acid vaginal mucosa of pH 3.5 for a period of 4 to 6 hours 
after douching with Massengill Powder; recumbent patients 
maintained a satisfactory acid condition up to 24 hours. Simple 
acid douches are quickly neutralized by an alkaline vaginal 
mucosa, and are unsatisfactory in maintaining the required 
acid pH of the vagina.? 


Lower Surface Tension Massengill 
Powder in the standard solution has a surface tension of 50 
dynes/cm. as compared to that of water and simple acid solu- 
tions with 72 dynes/cm. This added property enables Massengill 
Powder to penetrate into and cleanse the folds of the vaginal 
mucosa, thus increasing the therapeutic effectiveness. Lowered 
surface tension makes the cell wall and cytoplasmic membrane 


‘of the infecting organism more susceptible to specific therapy.’ 


SUPPLY REFERENCES 
Massengill Powder is supplied in glass 1. Lang, W.R., 
jars of the following sizes: =e 1:5 
2. Arnot, P.H.,. The Prob- 
Medium, 6 oz. Hospital Size, 5 Ibs. lem of Douching, 

i 
Pads of douching instructions for pa- Vol. No. “gas 
tient use available on request. 
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Topical Anesthetic Ointment and Aerosol 
Bring prompt, sustained relief from surface pain 


and itching of 
SUNBURN INSECT BITES POISON IVY 
ECZEMA ABRASIONS 


Americaine, the only topical anesthetic containing 
20% dissolved benzocaine, allays discomfort, stops 
the scratch refiex and facilitates healing. 


References on request 
For summertime uses available in 1 oz. DOCTOR, FOR YOUR VACATION— 
tubes and 3 oz. aerosol dispensers. Send for complimentary vacation package. 


ARNAR-STONE LABORATORIES, INC., MOUNT PROSPECT, ILLINOIS 


| 
V 
| 
— 
ie i 
: 
4 
a 


NOW: 

...@ new way 
to relieve pain 
and stiffness 
an muscles 


and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 
LOW BACK PAIN 
pisc Synprome 
SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


‘ 
4 
~ 


@ Exhibits unusual analgesic properties, different from those 
of any other drug om Specific and superior in relief of SOMAtic pain 
™@ Modifies central perception of pain without abolishing natural 


defense reflexes  MRelaxes abnormal tension of skeletal muscle 


3-propanediol dicarbamate 


m More specific than salicylates ™ Less drastic than steroids 


= More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 
relaxant drug. 

SomA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments‘and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples. on request. 


Wd WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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‘SSiaseed, 25 mg. Boxes of 6a 
pediatric: 


25 mg. Boxes of 8, bottles of 100 and 500. 
cedures, labyrinthitis Motion America, March, 1957, p. 405. 4 Kinney, J.J: 


Combined Orinase-insulin therapy 


enables you to “stabilize” a surprising 
percentage of “brittle” diabetics 


The primary indication for Orinase remains in the stable, maturity-onset diabetic in whom 
Orinase usually can fully replace insulin therapy. But now a further indication has developed 
from the cumulative data of the past several years: many labile diabetics, who cannot be 
managed on Orinase alone, can benefit from the addition of Orinase to their insulin regimen. 


A major benefit—stabilization 


In the labile diabetic who successfully responds to joint insulin-Orinase management, the 
“peaks and valleys” of erratic blood sugar levels are rarely observed. The addition of Orinase 
greatly reduces sudden and unexpected changes...tends to “stabilize” even the “brittle” 
diabetic. 

A major benefit—lessened insulin needs 

The Orinase-stabilized labile diabetic generally requires less insulin than before the inclu- 
sion of Orinase in his regimen. This lessening of insulin dosage is particularly advantageous 


in the patient who is insulin-dependent, but who reacts unfavorably — whether by lipodys- 
trophy or otherwise —to insulin. 


The derived benefits—less hypoglycemia, less anxiety, greater well-being 

With stabilization, the hazards of shock or coma.are diminished. Like the diabetic who is 
responsive to Orinase alone, the labile diabetic on combined therapy need no longer walk a 
slender tightrope between hypo- and hyperglycemia. The patient’s fears are greatly lessened 
...often to be replaced by the healthier outlook characteristic of euglycemic Orinase 
management. "TRADEMARK, REG. U. S. PAT. OFF.— TOLBUTAMIDE, UPJOHN 


AN EXCLUSIVE 
METHYL ‘‘GOVERNOR” 
PREVENTS 


HYPOGLYCEMIA .. 
[Upjohn | ‘ MAKES ORINASE 

A TRUE 
The Upjohn Company EUGLYCEMIC AGENT 
Kalamazoo, Michigan 
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IRON ASSIMILATION ASSURED 


Gerber’s exclusive cereal formulation includes a selected 
iron salt (iron pyrophosphate) which is easily absorbed by infants. 
And, it is absorbed as easily and to the same degree as 
the iron found in natural sources. (A clinical study* on Gerber Cereals 
substantiates this point.) To insure the most effective 
utilization of the iron, cereal grains which provide a good source 
of naturally occurring copper are used. 


The experimentation which led to the Gerber Cereal 
formula is typical of Gerber’s continuing program to further 
the cause of better infant nutrition. 


Gerber.Baby Foods 


FREMONT. MICHIGAN 


*A.M.A. JOURNAL OF DISEASES OF CHILDREN, 95:109-119, 1958 
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dosage problem with 
muscle relaxants? 
» no problem with 


PARAFLEX 


Chlorzoxazone* 


average effective dose 


Benefits of a 1- or 2-tablet dose persist for about 
6 hours, relieving pain and stiffness and improving 
function in musculoskeletal disorders such as low 
back syndrome, sprains, strains, myalgia, fibrositis, 
and stiff neck. Side effects are rare, almost never 
require discontinuance of therapy. 


Supplied: Tablets, scored, orange, bottles of 50. 
Each tablet contains PARAFLEX, 250 mg. 


McNeil Laboratories, Inc + vhitadelphga 


*U.S. Patent Pending 
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With Singoserp 

this patient’s blood pressure 
was controlled for the first 
time without side effects 


FROM THE FILES OF A PHILADELPHIA CARDIOLOGIST. 
PHOTOS USED WITH PERMISSION OF THE PATIENT. 


Tombstone salesman had known 
hypertension for 16 years; rejected 
by U.S. Army because of high blood 
pressure. Whole root rauwolfia low- 
ered pressure satisfactorily, but pa- 
tient could not tolerate side effects. 


Singoserp in a dosage of 0.5 mg. 
daily lowered his blood pressure to 
130/80, produced no side effects. 
Patient feels well, works well, speaks 
of marked improvement in outlook 
and function. 


diastolic 
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Clinical findings in 900 patients 
show the 

selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 


more than half of these patients suffered from moderate 
to severe hypertension 


@ more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


In new potients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. 
Some patients may require and will tolerate 3 or more tablets daily. Main- 
tenance dose will range from ¥2 to 3 tablets (0.5 to 3 mg.) daily. 


In patients taking other antihypertensive medication: Add 1 to 2 Singoserp 
tablets (1 to 2 mg.) daily. Dosage of other agents should be revised down- 


ward to a level affording maximal control of blood pressure and minimal 
side effects. 


(syrosingopine CIBA) 


2/265emK 
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a major 
improvement 
in rauwolfia 


a major 
advance in 
antihypertensive 
therapy 
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NEW AND EXCLUSIVE... the only 5-action, 


one-tablet treatment... for comprehensive 
control of your asthma patients, prescribe 


Trademark 


BRONKOTABS 


‘APPROPRIATELY ONE TABLET 


Bronchodilator Ephedrine sulfate, 24 mg. 


“ 2. Local bronchial edema a Diuretic <- Theophylline, 100 mg. 


_ 8. Allergic complications > Antihistaminic Thenyldiamine HCI, 10 mg. 


Expectorant <— Glyceryl guaiacolate, 100mg. 


5. Anxiety-tension > Sedative Phenobarbital, mene 


CLINICALLY PROVEN -good to excellent results in 91% of 593 patients.’ 
WELL TOLERATED-side effects in these studies mild and temporary-incidence only 4.7%." 


INDICATIONS—-For prevention or relief of the symptoms of allergic asthma, asthmatic bron- 
chitis, chronic bronchitis with emphysema, emphysematous bronchospasm. Also for the 
relief of bronchial asthma associated with hay fever, allergic rhinitis and nonseasonal upper 
respiratory allergies. 


DOSAGE-Adults: one tablet every 3 or 4 hours, four to five times daily. Children over six: 
one half the adult dosage. Available at all pharmacies. 


FOR PROMPT EMERGENCY RELIEF BRON KEPH RI NE. aisles 


on—10 cc. vials 2 mg./cc.) 


.. far more than a substitute for epinephrine . . 


Eo ee A. BREON & CO., NEW YORK 18, NEW YORK 


1. Personal communication. 2. Foland, J. P.: Postgrad. Med. 18:397 (Nov.) 1955. 
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and control 
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blets, vial of Each tablet contains 200 mg 
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For extra low-calorie 
nutrients to help 
patients stay with a 
weight-control diet... 


New se/f-enriched Carnation Instant 


25% more pratete, calcium, B-vitamins, 
richer flavor than ordinary nonfat milk 


Simple fatigue can discourage patients from 
staying with weight-control diet. A bonus of 
sustaining, low-calorie nutrients can be helpful. 
New Carnation Instant can provide such aid. 
This new fresh flavor crystal-form nonfat milk 
can be self-enriched—to provide 25% more pro- 
tein, calcium and B-vitamins than ordinary non- 
fat milk—and far richer flavor. 


The patient simply adds 25% more crystals 


. when mixing. Dissolves instantly in ice-cold 


water, ready to enjoy. 

The chart below shows how this more delicious 
nonfat milk makes significant contributions, 
even to the liberal Recommended Daily Dietary 
Allowances of the National Research Council 
(1958 Revision ). 


Calcium Thiamine 
(Grarns) (Grams (Mg.) (Mg.) 
Men 70.0 8 1.8 1.6-1.3 
NRC Allowances, Ages 25 to 65 Waniba 58.0 8 15 1.2-1.0 
Provided by 1 Qt. 25% 
self-enriched Carnation Instant _ 41.3 1.48 2.26 40 


25% self-enriched Carnation Instant 
Simply add 1 tablespoon extra Carnation Instant 
per glass, or 1/3 cup extra Carnation Instant 
per quart, over regular package directions. 


gic als 
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"GOUGH FOR OOO sex 


WITH A SINGLE DOSE OF 


1 tsp. or tablet q 12h 


Children: 
Under 1 year.....% teaspoon q 12h 
1-5 years........% teaspoon q 12h 


Over 5 years..... 1 teaspoon q 12h 


A ‘Strasionic’ Antitussive + Dihydrocodeinone Resin —Phenyltoloxamine Resin 


> » P as advanced as stratospheric jets. One shrinks 


distance...the other stretches 


time between coughs. Both spell progress. 


8-12 Hour Cough Control with a Single Dose 


Stop Useless Debilitating Cough without 


impairing protection of cough mechanism | 


Each teaspoonful (5c.c.) or tablet Tussionex 
provides 5 mg. dihydrocodeinone and 10 mg. | 
phenyltoloxamine as resin complexes Rx only. Class B taxable narcotic. 


For Literature, Write... i 


Srrasensurcn Lasoraronies 


N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 


2a oz. 
TUSSIONEX 
liquid... 
ori2 
Tussi0wex 
tablets... 
| 
Adults: | 


A NEW *e, 
TREATMENT FOR % 


ARTERIOSCLEROSIS 


A recent clinical investigation’ of 59 cases of generalized € 
arteriosclerosis, treated with Iodo-Niacin Tablets for over a & 
year, showed relief of dizziness in 71% of cases, of vague s 
abdominal distress in 87%, of chronic headaches in 61%, 
and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any 
case, even when large doses were maintained. 


Iodo-Niacin Tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg (% gr.). It 
has been established that niacinamide hydroiodide' prevents 
and corrects iodism specifically. 


Long continued administration of iodides is believed to absorb & 
cellular exudates in the arterial walls.2? Many medical authorities e 

. recommend iodides for arteriosclerosis but warn against 
the hazard of iodism. 


The recommended dose of lodo-Niacin is 2 tab- ; x 
lets three times daily. Supplied in bottles of 1 D 0 a N A C | : 
100 tablets, slosol-coated, pink, also in ampuls. Bs 


IODIDE THERAPY WITHOUT IODISM 


! Feinblatt, T. M., Feinblatt, H. M., and 
Ferguson, E. A., Am. J. Digest. Dis. CHEMICAL COMPANY 
22:5, 1955. 3721-27 Laclede Ave., St. Louis 8, Mo. 
2 Sollmann, T., Manual of Pharmacology, 


8th ed., 1957, p. 1121. 


*U.S. PATENT PENDING 


Cole Chemical Company GP-6 
3721-27 Laclede Ave., St. Louis 8, Mo. 
Gentlemen: Please send me professional literature and samples of 10DO-NIACIN, 
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You can help your allergic patients 
to enjoy greater comfort during the 


for fast, comprehensive relief of hay fever distress 
hay fever season by prescribing 


® 
R E NA D RY L BENADRYL, Its potent antihistaminic 


ANTIHISTAMINIC-ANTISPASMODIC action relieves nasal blockage, rhinor- 


rhea, sneezing, itching, and related 
allergic reactions, while its atropine-like antispasmodic action suppresses bronchial and gastrointes- 
tinal spasm. BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available 
in a variety of convenient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., with ephedrine 
sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 4cc.; and Emplets,® 50 mg. each, for delayed 


action. For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 10 mg. per cc.; and Ampoules, 


50mg perce. 


A 


‘Pp: PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


NOW... 
AROUND -THE-CLOCK 
CONTROL OF APPETITE 


NEW 
ENDURETS 


A PROLONGED -ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 

PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS'-"* 
Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, 


pink tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


Ardsley, New York 
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NOW.../“CHEMICAL PACKAGING”|/THROUGH 


CHELATION" 


CREATES A CLINICALLY 


SUPERIOR | ORAL IRON 


CHELATED IRON 


Supplied: FERROLIP TABLETS, SYRUP, and PEDIATRIC 
DROPS. Daily adult dose of 3 tablets or 1 fl.oz. syrup pro- 
vides equivalent of 120 mg. el tal iron. Bottles of 100 
and 1000 tablets; syrup in pints and gallons. Each cc. of 
pediatric drops provides 25 mg. elemental Iron. In 30-cc. 
unbreakable plastic squeeze bottles. 


Also available: During pregnancy—FERROLIP ob Tab- 
lets, chelated iron with vitamin-mineral essentials; phospho- 


clinically superior in 
toleration, safety, and PEDIATRIC DROPS 
physiologic uptake 


(iron Choline Citratet) 


chelate ‘‘packaging” protects against iron 
loss or irritation in transit through g./. tract 
...may be given with meals or ulcer 
medication without loss of therapeuti- 
cally available iron...or may be taken 

~ on an empty stomach without irritation 
— because chelated iron is not ionized and 
resists precipitation by alkali, protein, phos- 
phate, or phytate. 


chelate ‘packaging’ ensures physiologic 
acceptance of iron on delivery to intestinal 
mucosa...proved clinically effective in 
moderate or severe hypochromic 
anemia’ yet minimizes risk of toxicity 
on accidental overdosage — because 
chelation keeps iron in solution over an 
extended mucosal area for rapid uptake as 
required, yet inhibits excessive diffusion of 
iron into the circulation. 


TABLETS 
SYRUP 


rus-free. For macrocytic and microcytic anemias— 
FERROLIP plus (Capsules and Liquid), chelated iron plus 
other recognized hematopoletic factors. 


*CHELATION: "a well ized ch | process wherein metal- 
lic ions are sequestered and bound into claw-like rings within the 
chelating molecule ... Hemoglobin has long been recognized to 
be a chelate of iron..." 


1. Franklin, M. et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, 1958. 


EATON & COMPANY 


Decatur. Illinois 
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RUSSEK: Pern is “.. . 
the most effective drug 
currently available for 
prolonged prophylactic 
treatment of angina pec- _ 
toris.””"' Prevents some 
80% of anginal attacks, 


(pentaerythritol tetranitrate) 


RUSSEK: “T favor atarax [as 

the tranquilizer for the anx- 

fous cardiac] ... because 

there is an absence of side- — 
effects with this drug, and — 

also because in cardiacs who | 
are troubled with ectopic | 
beats, ATARAX has a quini- 

dine-like action.’ 


(brand of hydroxyzine) 


CARTRAX 


(PETN + ATARAX) 


Dosage: Begin with 1 to 2 yellow carTrax “10” tab- 
lets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased by 
switching to pink CARTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). 

For convenience, write “CARTRAX 10” or “CARTRAX 20.” 


TRADEMARK 


Supplied: In bottles of a 
Befwrences: 1. Russek, H. I.: Postgrad. Med. 19:562 (June) 
956. 2. at the Symposi the 
County Medical Associa 
New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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"The incidence of 


‘Ganemia 
“Is 


to meet her greater needs for diet supplementation 


Natalins Comprehensive / Natalins Basic 


Vitamins and minerals, Mead Johnson 


Vitamins and minerals, Mead Joh 


both extra generous in iron, ascorbic acid and calcium 


In a study! of over a thousand obstetrical patients, 
anemia was found to occur with 50% greater frequency 
in multiparas than in primigravidas. And it was found 
that anemia often indicates other nutritional deficien- 
cies as well... Natalins Comprehensive tablets supply 
12 vitamins and minerals and Natalins Basic tablets 


1. T-avlor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61: 71-74 (Jan.) 1951 


supply 4 vitamins and minerals . . . both are formulated 
to meet the special needs of multiparas by supplying 
generous amounts of elemental iron (40 mg. per tablet), 
ascorbic acid (100 mg. per tablet) and calcium (250 
mg. per tablet). 

Convenient, one-a-day tablet dosage. 


\ Mead Johnson 


Symbol of service in medicine 


NA-1059M 


because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and polymyxin, 
the three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® base, which releases higher antibiotic con- 
centrations than is possible with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


preferred 
‘ 


DEXAMETHASONE 


treats more patients 
more effectively 


GP june 1959 


NOW many more 
hypertensive patients 
may have THE FULL 

BENEFITS 
CORTICOSTEROID 


THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patients? as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
. .. and there were no new or ‘‘peculiar’’ 
side effects. Moreover, DECADRON helped 


restore a ‘‘natural’’ sense of well-being. 
tAnalysis of clinical reports. 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
& Co., Inc. - 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA i, PA, 
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In Coronary 
Insufficiency. .. 


7 Your high-strung angina patient 
% often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Curbs emotion 


as it boosts 
coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 

for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
increases his exercise tolerance. 


Miltrate 


Miltown® (meprobamate) + PETN 

Each tablet contains: 200 mg. Miltown and — 
10 mg. pentaerythritol tetranitrate. 

Supplied: Bottles of 50 tablets. 


Usual dosage: | or 2 tablets q.i.d. before meals 
and at bedtime. Dosage should 


ay WALLACE LABORATORIES + New Brunswick, N. J. 


cmt-9159-59  *rRADE-MARK 
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QUESTION: 
Why is Bellergal an unusually effective 
adjunct in functional gynecologic 
disorders? 


ANSWERS: 


Quoted from published reports of 
leading clinicians. 


“Remarkable improvement 
... obtained in relatively all 
major complaints [associ- 
ated with dysmenorrhea, 
pelvic congestive symptoms, 
menopausal distress].... A 
more uniform and prolonged 
relief of tension may now be 
obtained by use of Bellergal 
Spacetabs.” (Stewart, R. H.: 
West. J. Surg. 64:650, Dec. 1956.) 


“,..of 125 women who pre- 
sented climacteric symp- J 
toms: flushes, flashes, 
sweats, palpitation, tension, 
fatigue, bloating, insomnia, le 
and headaches...73 re- 
sponded [to a 2 to 4 week be | 
course of Bellergal therapy] | = = 
so well that the dose was re- 

duced...or the drug was com- 

pletely discontinued. Some now only take a 
few tablets to help them through critical situ- 
ations....” (Kavinoky, N. R.: J. Am. M. 
Women’s A. 7:294, Aug. 1952.) 


4 


“. .. based on the concept that 
a labile nervous system is a 
major factor in [premen- 
strual tension and disturb- 
ances of the menopause]... 
the combination of drugs 
present in Bellergal served 
admirably in the reduction 
of symptoms, both as to de- 
gree and number. The im- 
proved sense of well-being offers satisfactory 
evidence that such patients may derive con- 
siderable benefit from this simple method of 
treatment.” (Craig, P. E.: M. Times 81 :485, 
July 1953.) 


“...0f 303 gynecologic 
patients [premenstrual 
tension, dysmenorrhea, men- 
strual irregularity, postmen- 
strual tension] ...a total of 
90 per cent of the cases were — 
benefited by the use of this | = | 
drug [Bellergal].” (Mac- 
Fadyen, B. V.: Am. Pract. & 

Digest. Treat. 2:1028, Dec. 

1951.) 


for functional disorders 
of 
menstruation and menopause 


y 


BELLERGAL 
Spacetabs’ 


effectively relieve distress of 


hot flashes...sweating... 
headache... fatigue... irritability... 
palpitation ...insomnia 


BELLERGAL SPACETABS 

Bellafoline 0.2 mg.,ergotamine tartrate 0.6 mg., 
phenobarbital 40.0 mg. Dosage: 1 in the 
morning, and 1 in the evening. 


BELLERGAL TABLETS 

Bellafoline 0.1 mg.,ergotamine tartrate 0.3 mg., 
phenobarbital 20.0 mg. Dosage: 3 to 4 daily. 

In more resistant cases, dosage begins with 

6 tablets daily and is slowly reduced. 
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Ulceration after three months’ dura- 
a tion, refractory to other forms of 
treatment 


Ive 
IVES-CAMERON 
COMPANY 


Philadelphia 1, Pa. 
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a significant medical advance 
for peripheral vascular disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethylcyclohexyl Mandela! 
Ives-Cameron; U.S, Patent No. 2,707 


e Orally effective 
e Clinically proved 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 
“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 


extensive gangrenous lesions, and skin temperature. 


After three weeks’ treatment with After six weeks’ treatment with Cy- 
CYCLOSPASMOL and topical antibac- CLOSPASMOL 
terial agent 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 
Also indicated in: 
Ulcerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


SUPPLIED: Tablets, 100 mg., bottles of 100. 
Comprehensive literature on request 


REFERENCE: 1. Van Wijk, T.W.: Angiology 4:103, 1953. BrBLioGRAPHY: 1. Gillhespy, R.O.: Brit. 
M. J. 2:1543, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 1953. 
4. Reeder, J.J.: Geneesk. gids. 31:370, 1958. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 1955. 
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degreases the skin 


helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM —= FOSTEX CAKE 


in 4.5 oz. jars. For thera- 
peutic washing in the initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 
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«+.in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne, 


Buffalo 13, New York 
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{ 
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Before application of White's Vitamin A & D After application of White’s Vitamin A & D 


Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 
mm 


Heal and Prevent Diaper Rash with 
White’s Vitamin Asx D Ointment 
Apply at Every Diaper Change 
HEALS SOOTHES ¢ PROTECTS 


also beneficial for— Pressure Sores, Varicose and Chronic Ulcers; Nipple 
Care (fissured nipple); Episiotomy and Circumcision Wounds; Eczema, 


Detergent Dermatitis; Minor Burns and Wounds and Skin Abrasions. 


Supplied in 1% and 4 oz. tubes; 1 Ib. “nursery” jars and 5 Ib. “ward” containers. 


WHITE LABORATORIES, INC. |Z KENILWORTH, NEW JERSEY 
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® 
PRESCRIBE SAFE, FAST-ACTING, VERSATILE VASTRAN 
Vastran more naturally relaxes constricted peripheral blood vessels, brings immediate and reassuring relief 
of ischemia. Essential cofactors help correct secondary metabolic impairment. Unlike sympatholytic agents, 
Vastran is completely safe; as much as 10 times the usual dosage may be given without serious side effects; 
and Vastran therapy costs less than sympatholytic vasodilators. inpicaTions: Cold hands and feet; mild and Ps 
moderately severe cases of peripheral vascular disease such as thromboangiitis, chronic chilblains and the : 
less advanced cases of Raynaud’s disease; control of migraine and vertigo; adjunctive therapy in musculo- 
skeletal inflammation and spasm. Each Vastran® tablet contains: nicotinic acid, 50 mg.; ascorbic acid, 100 mg.; 
riboflavin, 5 mg.; thiamine mononitrate, 10 mg.; pyridoxine hydrochloride, 1 mg.; cobalamin (vitamin B,, 
activity), 2 mcg.; calcium pantothenate, 5 mg. USUAL DOSAGE: 1 tablet q.i.d., before meals. FOR INITIAL 
THERAPY IN ACUTE AND SEVERE CONDITIONS/ INJECTABLE VASTRAN AMP SOLUTION. / Rapid vasodilation ComPLE- 
MENTED BY ADENOSINE MONOPHOSPHATE to help restore muscle function by increasing biochemical energy 
stores. Each cc. contains adenosine 5-monophosphate, 25 mg.; Nicotinic Acid, 20 mg.; Vitamin B,., 75 mcg. 


WAMPOLE LABORATORIES VASTRAN 
STAMFORD, CONNECTICUT 
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around the clock ulcer control with B.1.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, ulcerative colitis, and 
other gastrointestinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Dosage: 10 mg. b.i.d. (morning and evening). 


he Pfizer) Science for the world’s well-being References: Finkelstein, M., et al.: J. Pharmacol. 


& Exper. Therap, 125:330 (April) 1959. 2. McHardy, 
G., et al.: Postgrad. Med., in press. 3. Winke'stein, A.: 


Pfizer Laboratories Amer. J. Gastroenterol., in press. 4. Finkelstein, M., 
P Fall M Soc. Ph l 

=e et al.: Presented at Fa eeting, Amer. Soc. Pharmacol. 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 
Brooklyn 6, New York . 6:423 (March) 1959. *Trademark 
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For effective 


ENZYMATIC 
DEBRIDEMENT 


The trypsin in GRAN dissolves necrotic tissue and inflammatory 
exudates permitting more rapid tissue repair and augmented 
defense against infection. GRAN also provides pain relief and 
anti-bacterial action without harmful side effects. Descriptive 
literature on request. Each cc. contains trypsin concentrate 0.1 mg., 
peru balsam 72.5 mg., Aqualor base in aerosol container. 


Taylor Laboratories 1603 Cleburne Ave., Houston 4, Texas 
Division of Dumas Milner Corporation 
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=O. NDELTRASOL provides its steroid component in true solution—a definite therapeutic benefit, 
solution more of steroid is inflamed nasal mucosa. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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more steroid to the 
delivers more steroid to the 
Prednisolone 21-phosphate with Propadrine®, Phenylephrine® and Neomycin 
Only Nj 
since 
prolonged action—and neomycin to combat intranasal infection. 
NEO-HYDELTRA@@Eis atrademarkofMerck&Co,inc, 


Why G.I. patients abandon therapy 


Bandes reports that G.I. patients 
often abandon therapy because of the 
unpleasant side effects of the 
prescribed drugs—blurred vision, 
dry mouth and loginess. 


In a clinical trial of such patients who 
‘had abandoned other therapy, 

90% had gratifying relief of symptoms, 
and 85% were free of any side 


effects on Milpath | 


®Miltown + anticholinergic 


Direct antispasmodic action, plus control of anxiety 
_ and tension, provide rapid, safe relief of pain, 
spasm and anxiety—without the side effects of 


belladonna, bromides or barbiturates. he 
FORMULA: Each scored tablet contains: i dIpay, /2 
meprobamate 400 mg., tridihexethy] chloride 25 mg. AVAILag 
(formerly supplied as the iodide). C209 
DOSAGE: 1 tablet t.i.d., with meals, and two at bedtime. 


1. Bandes, J.: Combined Drug Therapy in Gastrointestinal Disturbances; Increased 
benefit through diminished side reactions, Am. J. Gastroenterology, 30:600, Dec. 1958. 


Wj 


WALLACE LABORATORIES New Brunswick, N. J. 


the only comprehensive dermatologic ointment. 


Announcing 


OINTMENT 


"4% 


CLEANS the wound e CLEARS infection « CONTROLS inflammation 


Chymar Ointment combines proteolytic, antibiotic and corticoid 
activity for truly comprehensive management of wounds, derma- 
toses and ulcerations. It cleans the wound removing necrotic tissue, 
crusted cell debris and exudates; clears infection destroying both 
gram-positive and gram-negative organisms and preventing further 
bacterial invasion; controls inflammation reducing erythema, edema 
and pruritus associated with inflammatory dermatoses, wounds, 
ulcerations and burns. 


Each gram contains: 


Proteolytic Activity®......... 10,000 Armour Units 
Neomycin Palmitate (as. base)... .........3.5 mg. 
Hydrocortamate Hydrochloride. ......... 1.25 mg. 


In a water-miscible base that permits fullest 
release of the medicaments for fullest thera- 
peutic benefit. 

bya of pancreatic enzymes 


Indications: contact dermatitis, infectious 
dermatitis, seborrheic dermatitis, stasis der- 
matitis, neurodermatitis (infected), burns 
(2nd and 3rd degree), cuts and abrasions, 
otitis externa, boils, psoriasis, impetigo, 
pruritus ani, abscesses, pustular lesions, 
mycosis fungoides (secondarily infected), 
ulcers (topical, e.g. decubitus, cautery,osteo- 
myelitis, varicose). 


Available in 1/6 oz. (5 Gm.) and % oz. (15 Gm.) tubes. 


ARMOUR PHARMACEUTICAL COMPANY Kankakee, Illinois 
ARMOUR A Leader in Biochemical Research 
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Non-barbiturate 


TRANAUINAL IS MOST SATISFACTORY FOR DAYTIME SEDATION ins ono- 
ureides, acetylcarbromal, and bromisovalum, whose molecular structure is not a closed cycle but an open chain. A definite 
synergism éxists between ‘the two, resulting i in superior sedative action.! Three or “se ae es 
371 cases, showed complete e of Te following continued use ofa 


T R THE DAY TIME SEDATIVE 
@\vailable in bottles of 100 and 1,000 tablets 
Literature available: Barnes-Hind Laboratories Inc., 895 Kifer Road, Sunnyvale, California + REgent 6-5462 
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.Contact Germatitis « infectious dermatitis seborrheic cermauus « Stasis Germalitis » heuroger 
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In the comparatively short period since its introduction ¢ 
Rosaxin has become the leader in prescription | 
preference for skeletal muscle relaxation, because: 


e It is highly potent—and long acting."? 
It is relatively free of adverse side effects."*** 


@ In ordinary dosage, it does not reduce normal muscle 
strength or reflex activity.' 


RoBaxin’s outstanding effectiveness is authenticated by the results 

of five recent clinical studies in which it was administered to 

198 patients.»**** Good results were reported in 80.3% of the patients 

and moderate results in 14.1%—or an over-all beneficial effect 

in 94.4%. Conditions treated included spasm secondary to trauma, 
ligamentous strains; herniated disc, torticollis, whiplash injury, 
contusions, fractures, fibromyositis, acute myalgic disorders, 

and skeletal muscle spasms afflicting industrial workers. | 

Supply: Ropaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50. 

References: 

1. Carpenter, E. B.: Southern M. J. 51:627, 1958. 2. Forsyth, H. FE: J.A.M.A. 


167:163, 1958. 3. O’Doherty, D. S., and Shields, C. D.: J.A.M.A. 167:160, 1958. 
4. Park, H. W.: J.A.M.A. 167:168, 1958. 5. Plumb, C. S.: Journal-Lancet 78:531, 1958. 
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Methocarbamol Robins, U.S. Pat. No. 2770649 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


? 
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LIFE STORY 


The leading site of cancer today is the colon and rectum. In 1958, 58,000 
new cases were diagnosed. 

The present 5-year survival rate for these cancers is less than 30%. 
This figure could be greatly increased by closing the very wide gap between 
actual and possible survival rates. 

Earlier diagnosis is an immediate requirement. The American Cancer 
Society constantly stresses the importance of annual health checkups for 
all adults, and urges physicians to employ digital and proctoscopic exam- 
ination of the rectum and colon to find cancer in an early stage. 

With your assistance, doctor, in persuading patients to aceept these 
uncomfortable, time-consuming procedures, the gap between actual and 
possible survival rates could be rapidly closed. 


AMERICAN CANCER SOCIETY % 
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| THOUGHT 
IT WAS | 
CURTAINS 


| was putting up my new cur- 
tains and draperies last week 
when see 


My back and shoulder were 
so painful — | called my doc- 
tor. He gave me a prescrip- 
tion for some tablets and told 
me to take one right away. 


The step-stool wobbled... | 
fell and landed right on my 
back. 


Would you believe it? That tablet worked in 15 
minutes! The pain really went away fast — and | got 
those curtains up without further trouble. 


AND THE PAIN WENT AWAY FAST 


ACTS FASTER — usually within 5-15 min- 
= utes. LASTS LONGER — usually 6 hours or 
more. MORE THOROUGH RELIEF — per- 
1 mits uninterrupted sleep through ths night. 
eee RARELY CONSTIPATES —excellent for 
chronic or bedridden patients. VERSATILE 


—new “demi” strength permits dosage a 
a Pe erce O lial Tablets flexibility to meet each patient's specific 


4 needs. Percopan-Demi provides the 
J : PERCODAN formula with one-half the amount 
of salts of dihydrohydroxycodeinone and 
q ; AVERAGE ADULT DOSE: 1 tablet every 6 hours. 
May be habit-forming. Federal law permits oral 
o Each Percovan® Tablet contains 4.50 mg. dihy- 
4 indo ENDO LABORATORIES drohydroxycodeinone hydrochloride, 0.38 mg. 
. a Richmond Hill 18, New York dihydrohydroxycodeinone terephthalate, 0.38 mg. 
) = homatropine terephthalate, 224 mg. acetyisali- 
a E cylic acid, 160 mg. phenacetin, and 32 mg. 
caffeine. 


PME AMERICAN ACADEMY OF GENERAL PRACTICE 
ie Volker Boulevard at Brookside, Kansas City 12, Missouri 


THIS CARD MAY SAVE YOUR LIFE 
ALWAYS CARRY IT WITH YOU 


EMERGENCY ADDRESSES 
tn case of emergency, please notify: 


Name Tel. No. 
Address 
Address 
Family Physician Tel. Ne. 
Address 


Tetanus Polie 
Other Immunizations 
Diabetic? Insulin (type and dosage) 


NOTE: A diabetic person may act strangely during severe insulin 
reaction. Sugar or candy will sid recovery. 


CALL A PHYSICIAN 


® SURGICAL INFORMATION 


The Emergency Medical Care Card is detached at the perforation lines by patient before use. . 


Operation Date 

Operation Date 

Operation Date 

Oneration Date 
Surgical Int 


Prepored and distributed by The American Academy of Genero! Practice 


MEDICAL EMERGENCY 
IDENTIFICATION CARD 


The information on your medical emergency iden- 
tification card may save your life. If you are in- 


vides essential facts. Carry the card on your per- 
son at all times. 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Shown two-thirds of actual size 


New I. D. card 
for your patients 


This new Emergency Medical Care Card 
folds in half to fit billfold pocket. 

It has space for emergency addresses 
and telephone numbers, including 
your own. It carries medical data, 
filled in by you, of importance 

in emergency treatment: blood type, 
drug sensitivity, diabetic condition. 

The Academy's Commission 

on Legislation and Public Policy 
designed this card for free distribution 
to your patients. 

Emergency Medical Care Cards 

are available at cost, two dollars per 10 
(minimum order: 100 cards), 

from Academy headquarters. 

Use the order blank below. 


ORDER BLANK 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please fill my order, as checked below, for the new Medical Emergency 
Identification Card. I understand that the price is $2.00 per 100 cards, 
postage prepaid. 


[LJ 100 cards for $2.00 [1] 400 cards for $ 8.00 
[] 200 cards for $4.00 [] 500 cards for $10.00 
[([] 300 cards for $6.00 cards at $2.00 per 100 


(1) My check covering this order is attached. 


OF 
C: 
Vi 
Vi 
—- 
EMERGENCY MEDICAL CARE CARD 
Address 
Dete of Birth Color of 
Member of Bive Shield? Policy Ne, 
Member of Blve Cross? Policy No, 
| MEDICAL INFORMATION 
a Blood Type Grewp 
jured or suddenly ill, the physician whe treats you . 
| meds cael hw ached 
card summarizes your medical history and pro- 
ish 


A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins 

THIAMINE MONONITRATE..... 5 mg. 
RIBOFLAVIN. 5 mg. 
PyripoxineE HyDROCHLORIDE.. 1 mg. 
NICOTINAMIDE.............. 20 mg. 
Catctum PANTOTHENATE..... 5 mg. 


Oil Soluble Vitamins 
Viramin A..... 1.5 mg. (5000 units) 


Hematopoietic Factors 
ViTaMIN By INTRINSIC FAacToR 
ConcenTrRATE, 4% U.S.P. Unit (oral) 


Ferrous Sutrate, U.S.P. ... 75 mg. 
(Elemental Iron—15 mg.) 


Fouic Acip.............. 0.25 mg. 


Capillary Stability 
Ascorsic AcID............. 50 mg. 


Viramin D... 12.5 meg. (500 units) QUERTINE®...............12.5mg. 
Viramin E........... 10 Int. units 


Lipotropic Factors 

BETAINE HyDROCHLORIDE.... 50 mg. 
Anti-Depressant 
(Methamphetamine Hydrochloride, Abbott) 
Hormones 

SuLEsTREX® ............. 0.3 mg. 
(Piperazine Estrone Sulfate, Abbott) 
METHYLTESTOSTERONE...... 2.5 mg. 


GERIACTIVE 
WITH new 


STREAMLINED INTO THE SMALLEST TABLET QB OF ITS KIND 
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@FILMTAB—FILM-SEALED TABLETS, ABBOTT; U.S. PAT. NO. : | 2 


what 


nt “‘blu and listless 
patient Dime. ana 


in allergy 


NALERTAN 


dies secretions 
eliminates congestion 
SLOPS itching 
brightens the outiook 


or 10-12 hours with a single 
fl dose --- with a remarkable 


fick of side effects 


wh 


in pollen allergies, contact dermatoses, 
food sensitivities, and a wide 
variety of allergic associated disorders 


NALERTAN provides 


two new antihistamines . . . acting syner- 
gistically for broad, prolonged blockage of 
histamine response. 


a long-acting sympathomimetic . . . to lift 
the misery, combat lassitude and brighten 
the outlook .. . hasten recovery. 


Employs the Durabond Principle...to act 
within minutes ... relieve for hours... just 
one dose inthe morning controls lacrimation, 
makes breathing easier, relieves itching—all 
day. And, one dose upon retiring keeps the 
patient symptom-free . . . allows uninter- 
rupted rest all night. 


1 or 2 tablets twice a day. For economy, pre- 
scribe in original packages of 100. 


Each Durabond tabule contains: Chlorphenira- 
mine tannate, 8 mg.; Pyrilamine tannate, 25 mg.; 
Tanphetamin (d-amphetamine tannate), 10 mg. 


IRWIN, NEISLER & CO. 
DECATUR, ILLINOIS 
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IN 300 pages and 500 illustrations, Ab- 
stracts brings you the gist of the Eleventh 
Annual Scientific Assembly. Whether or 
not you could attend the meeting, this di- 
gest can help you in your practice. Ab- 
stracts is case bound in brown simulated 
leather, 834” x 1114” in size. It looks good 


Your 

SAN FRANCISCO 
ASSEMBLY 
between 

two covers 


1959 ABSTRACTS 
summarizes 28 lectures 


and 
87 scientific exhibits 


on your office shelf — makes an appropri- 
ate professional gift to colleague or medical 
library. The price is ten dollars a copy, 
postage paid. You need send no money 
now; you can be billed upon delivery. 


Order your copy today! 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


Please send me one copy of 1959 Abstracts at 
$10 postpaid as soon as it is printed. 


Payment enclosed []_ __ Bill me upon delivery [J 


Name 


(Please print.) 
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...a time for the natural iron in 
leaner Swift’s Meats for Babies 


When fed to premature infants, meat markedly decreases the tendency toward 
iron deficiency anemia during the first year. Its nutritional values, particularly 
iron, are utilized at an earlier age than had been supposed. 


PERSONALITY GROWTH 


These were the conclusions drawn from the “‘Sis- 
son Studies” recently completed at the University 
of Rochester (N.Y.). 


These newly announced protective values 
strengthen the ““Pyramid of Growth,” our symbol 
which depicts the role of meat in infant nutrition. 


And they raise some interesting conjectures as 
to the future of meat in 
infant feeding. 


4 
4) 
t 
a 
° 
% 
325 


WITHOUT STEROIDS 


every arthritic state... 
a 
4 
; 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Each tablet contains: tnd 


i i i i 1c Rh fe Di 
Acetylsalicylic acid (5 gr.).......... 300 mg. 


of 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medical Research Councit 

Foundat T 
Ascorbic acid 50 mg. “British. Afedical Journal (April 13) 


257:278 (Aug.) 1957. 
All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 


SMITH-DORSEY: a division of The Wander Company « Lincoln, Nebraska » Peterborough, Canada 


Photographs show 2-stage 
Tandem Release disintegration. 
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SUPPORT for 
PULMONARY 
EMPHYSEMA 


and Allied Chronic Respiratory 
Diseases .. . to Assist in 
Diaphragmatic Breathing 


FIG, 602. PRICE $15. Give Waist Measurements. 


Unique abdominal support provided by the Ritter Gor- 
don-Barach device is attained by two spring metal 
bands. They not only support the lower abdomen and 
increase the intra-abdominal pressure, but store me- 
chanical energy during the inspiratory phase of respi- 
ration, which is then employed during the expiratory cy- 
cle thru recoil of the two spring bands. 


INDICATIONS FOR USE: In chronic bronchitis, bron- 
chial asthma, bronchiectasis, pulmonary emphysema, 
poliomyelitis, myasthenia gravis, neurological disor- 
ders, post-operative conditions, pulmonary atelectasis, 
sinusitis. 


the F. A. RITTER co. 


“Manufacturers of Fine Surgical Appliances Since 1919” 
4624 Woodward Ave. DETROIT 1, MICHIGAN 
*BARACH, Alvan L., Breathing Exercises in Pulmonary Emph 


ysema 
& Allied Chronic Respiratory Disease. Arch. Phys. Med. & Rehab., 
36: 380, 1955 


GORDON-BARACH 
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HAVE YOUR PATIENTS EXPERIENCED 
THE — OF ANTIPYRINE... 


e Side effects are generally absent with 
° FELSOL .. . antipyrine causes no 
harmful effects to normal persons. 


FELSOL is effective as an anti- 
asthmatic, analgesic, and antipyretic 
— elevating threshold in cases where 
prompt and enduring antipain or 
antifever action is required. 


FORMULA 
Each Each 
Powder Tablet 
Antipyrine. ..870 mg 435 mg 
lodopyrine... 30mg 15mg 
Citrated Caffeine. . mg 50mg 


4 
Try this safe and effective ‘preparation for symp- 
tomatic treatment. Write for free professional 
samples and literature. 


AMERICAN FELSOL CO., BOX 395, LORAIN, 0. 


e the is 


You can obtain a supply of the con- 
suitation forms at cost—$1 per pad 
of 100 forms—from the headquarters 
office: American Academy of Gen- 
eral Practice, Volker Boulevard at 
Brookside, Kansas City 12, Missouri. 


JOIN 
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| the consultation form designed by members 
i ~ of the San Diego, California Chapter of the 
AAGP. The form, printed on 8!2" by 11” sheets, 

7 is to b d sent to the consultant at 
nee: concise record of the case. The rest gives you 

3 


PRULET is not absorbed from the 
digestive tract. 


PRULET is analagous to a substance 
found in prunes. 


Each tablet contains 5 mgs. Bis(acetoxypheny!)oxindole. 
DOSE, ADULTS: One tablet odjusted te individual patient 
response. 


— 


SMALL TABLET 
x ODORLESS 

TASTELESS 

EASY-TO-TAKE 


PHARMACAL co. 


San Antonio 6, Texas 


If he needs nutritional support. . 
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Help keep ‘‘Information Please’ Informing... 


any questions 


OccASIONALLY you encounter a particularly thorny case. .. one that 

defies diagnosis or treatment. Next time one arises, send the data on it to 
GP’s medical editor. He passes it on to an authority in the proper field for 
consideration. Then the query and the probable solutions may appear 

in GP’s regular department, ‘Information Please.” 


Whether or not the case actually appears in print, your confidence is 
respected and your anonymity preserved. 


Send your question, marked “Information Please,” to: 
GP Editorial Department, Volker Boulevard at Brookside, 


Kansas City 12, Missouri. 


| WHEN YOU CHANGE your address, be sure to notify GP 


hi 


Circulation 


MOVING? 


y one month in advance. That way, 


you'll get every issue on time. Simply fill in the form at the 


right, clip, and mail in envelope to GP Circulation. 


ADDRESS FORM 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boulevard at Brookside, Kansas City 12, Missouri 


AAGP Member 
(Be sure to check proper classification above, for prompter location 
of your old addressograph plate.) 


Non-Member 


~ (Please print plainly) 


MY OLD ADDRESS: 


MY NEW ADDRESS: 
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OFFICIAL RECOGNITION PIN 
For lapel wear. 5% diameter. 


OFFICIAL CUFF LINKS 
Sturdy positive-action hinge links. 


gold* filled silver 
lapel pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie chain 24.00 11.00 9.00 
Money clip 29.00 13.00 12.00 
Tie bar 20.00 11.00 10.00 
Cuff links 26.00 11.00 10.00 
Ring (caduceus on shanks) 68.00 Ronson lighter 12.75 


*All solid gold jewelry is 14 karat 
Ring (leaf shank design) 34.00 o,ceot the tie chain, tie pin ond 
Ring (small seal) 24.00 clip, 


or letterhead. Send the with your check for 
‘the total amount to: American Academy of | Sa 
eral Practice, Volker Boulevard at Broo 
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AIR AND SUCTION, UNLIMITED 
“WHIRLWIND” 


Perfect for private or group practice, clinic or hospital. The 
powerful rotary (not diaphragm) pump will give years of 
trouble free service because it is self-oiling and has an automatic 
liquid trap. Gauges, regulators, gallon 

receiver bottle and stand are all included. $ 00 
The stand has stainless steel top and shelf 

and a drawer for accessories. 


PUMP 
ONLY 


The“ Whirlwind” porta- 
ble alone, with gauges, 


$7950 


Attachable stainless 
bracket with 32 oz. 


ie $4500 


COMPLETE MEDICAL SUPPLY 
609 COLLEGE ST., CINCINNATI 2, OHIO 
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Ge 
| AAGP = 
OFFICIAL JEWELRY | 
crafted of blue and white enamel and gold or silver (to Ve Fe a 
match the jewelry metal you choose). The jewelry itself 5." @ 
a 
OFFICIAL TIE CHAIN | 
| Solid Gold Sterli | a 
1 
Prices include 10% fed. excise tax. 
ring, a size chart will be sent immediately upon ° 
receipt of your order. C.0.D. orders carry a few 
editional postage Allow two weeks for de- 
= | 


-RHINALL NOSE DROPS 


Mn For quick, effective relief of 
congestion 

Safe for both children and adults, 

Rhinall Nose Drops are pleasant to use, 

provide ventilation and drainage with- 

out irritation of the ciliated epithelium. 

e no burning or irritation 

e no risk of sensitization 

e no bad taste or after reactions 


SUPPLIED: one-ounce dropper bottle; 
%-ounce plastic spray bottle. 


Contains: 

Phenylephrine Hydrochloride 0.15% 
“Propadrine” Hydrochloride 0.3% 
in an isotonic saline menstruum 


RHINOPTO COMPANY, 
3905 Cedar Springs 
Dallas, Texas 
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Crapo is an antibacterial penetrating emulsion with Diaparene® Chloride 
(methylbenzethonium chloride) in an oxycholesterin absorption base of liquid 
petrolatum and lanolin. The absence of keratolytic agents renders it safe to use 
for the prevention and treatment of cradle cap.* 


Pa al H.D. and Maffia, A.J., “A New Treatment for Cradle Cap”, N.Y. State Med., 57:265-267, Jan. 
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HOMEMAKERS PRODUCTS DIVISION 
George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 
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PROTECT Little Braves 

FURS SPECIALTY BY BREON 

~ 


A Dramatic New Concept of Physicians’ Furniture 
THE ALLISON 


COLLECTION 


DESIGNED BY 
DONALD DESKEY ASSOCIATES, 
NEW YORK CITY 


Celebrating Our 
75th Anniversary 


A truly handsome collection designed for the discriminating 
physician. Allison 75" blends finely grained walnut with 
polished aluminum and caps it with a practical shield of 


Send for brochure— ALLISON “75” Collection! 


w.D.ALLISON CoO. 


ice-white Formica. A combination of functional beauty and 1133 Burdsal Parkway Indionopolis 23, Ind. 


modern styling executed with a thorough awareness of the 
needs of a practicing physician. 


a SHAMPAINE $i industry 


If she needs nutritional support... she deserves 


Vitamin- Mineral Supplement Lederie 
" CAPSULES—14 VITAMINS—11 MINERALS 


‘ LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY ==>) 
i Pearl River, New York 
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soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerine (10%), pH about 4.6 


Antipruritic—permits normal healing. 
Saves preparation time and trouble— 
cannot leak. Costs 4 that of hospital- 
prepared dressings. 


TUCKS provide comfort and conven- 
ience in stasis or decubitus ulcer, local- 
ized eruptions, pruritus ani, vulvitis, 
hemorrhoids, after anorectal surgery or 
episiotomy, or whenever a mild, sooth- 
ing wet dressing or cleansing cloth is 
indicated. 


PHARMACEUTICAL CO 


simultaneous application of 


CONTINUOUS 
OR PULSED 
ULTRASOUND 


UT-400 


MS -300 
ELECTRICAL COMBINATION 


STIMULATION 


Simultaneous 
use of the Burdick 
UT-400 Ultrasound unit 
and the new MS-300 Muscle 
Stimulator offers a new dimension in 
ultrasonic therapy —combining the 
massage action of electrical stimula- 
tion with the established physiological 
effects of ultrasound. 
For complete information call your 
Burdick representative or write us, 
The MS-300 Stimulator has been approved by 


the F.C.C. for use in conjunction with the UT-400 
Ultrasound unit. 


MILTON, WISCONSIN 
Branch Offices: 
New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 
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Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


SUPPRETTES 


#I5A #I6A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | Ready Dispersal 
Nonirritant No Leakbeck 


our JOth 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 


® NARCOTIC ORDER REQUIRED 
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automation 


OF 
double- jacketed FL-2 and HP- 


SAFETY DOOR. CANNOT 
OPENED UNDE 


set timer for length of poe ay When exhaust light 
indicates conclusion of the cycle, turn control 
knob to EXHAUST, unload chamber. Complete: 
operation is si in the 


E THIS NEW MODEL AT vous DE 
WRITE DIRECTLY T¢ 
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A 
it 
METER IN DISC 
LARGE (7 X 14) CHAMBER, 


For 


Babies 


 Borcherdt’s 
MALT SOUP EXTRACT 


(MALTSU PEX) 


by promoting aciduric intestinal flora, produces soft 
gas-free stools naturally. There are no side effects 
of any kind. 

Thousands of pediatricians and general practition- 
ers have told us of splendid results. 

Two tablespoonfuls in the daily formula (or in 
water for breastfed babies) is the effective intake. 
For growing children MALT SOUP EXTRACT is 
added to milk, mixed with a cereal or mixed with 
fruit juices. 

MALT SOUP EXTRACT is specially processed 
non-diastatic barley malt extract neutralized with 
potassium carbonate. It is a food supplement—not 
a drug. (8 oz. and 16 oz. bottles) 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


BORCHERDT COMPANY 


217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada CHEMO-DRUG COMPANY, LTD., Toronto 


Borcherdt Company 
217 N. Wolcott Ave., Chicago 12, lll. 


ppm Please send me sample of Malt Soup Extract 
(C Powder OC Liquid) and literature. 


-M.D. 


Zone 


City 
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MODERNIZE your a] 


NEW 


Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 


glad to assist you in every way. Dept. 110 
14 fully-stocked 
a.s. alee company divicion... 
coast fo coast 


1831 OLIVE STREET ¢ ST. LOUIS 3, MO. 


broad-spectrum antibiotic therapy 


oxytetracyeline with glucosamine 


COSA-TERRAMYCIN’ 


peach flavored, © 
100 mig. per ec. 
(5 mg. per drop), 
10 ee. bottle 


peach flavored, 
125 mg. per tea- 
spoonful (6 ce.), 
2 oz. bottle 


Science for the world’s: 
PFIZER LABORATORIES 
Division, Chas. Pfizer 
Brooklyn 6; N.Y. | 
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. they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: 
500 U.S.P. Units 


Vitamin Bis with AUTRINIC®- 
Intrinsic Factor Concentrate . U.S.P. 


Thiamine Mononitrate (B:). . . 
Niacinamide 
0.5 mg. 
Vitamin E (as tocopheryl acetates). . . . . 
I-Lysine Monohydrochloride ........ 25 mg. 
25mg. 
Calcium (as aHPO.) 157 mg. 
Manganese (as MnQ2)........... 1 mg. 
Magnesium (as MgO) .. .-. 1 mg. 
* 5 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 


ag 
Ey 
: 
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to aid in the advance 


of medical science 


through the dissemination 
of significant achievements 


among practicing physicians 


ROSS LABORATORIES 


is pleased to announce 


THE NINTH ANNUAL ROSS AWARDS 


offered to encourage prompt publication of 
new findings and of new clinical perspectives 


As in past years, a special Awards Com- 


mittee, appointed by the Board of Directors 


of THE AMERICAN ACADEMY OF GENERAL 
PRACTICE, will present two awards of one 
thousand dollars each to the two members 
of the Academy who have published the 
most outstanding contributions in GP 
during 1959. 


Officers of the Academy, directors and 
members of the Publication Committee 


are ineligible for these awards. 
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“I will give instruction 
by precept, by discourse, 


and in all other ways...” 


—Oath of Hippocrates 


Asout the most painless instruction you can give— 
painless to you and the “disciples bound . . . ”’ 
—is a special student subscription to GP. 

It costs just five dollars to send the next 12 issues 
to a student, intern, resident, fraternity or library. 


GP helps them get understanding 


Future physicians benefit immensely from 

the authoritative yet fresh, down-to-earth articles in GP. 
They find new significance in lectures and lab work. 
They begin to see in truer focus the challenges 

and satisfactions of general practice. And they welcome 
the magazine’s bright easy-to-read make-up. 

(Compare the appearance and readability of this copy 
with any other medical publication.) 


A FOLDER ANNOUNCES YOUR GIFT 
Upon receipt of your instructions, a folder goes out to each recipient, 
telling him of your gift. You needn’t send any money now; we'll 
start the magazine immediately and bill you. 


the family doctor's own magazine 


\ 


MARK AND MAIL THIS COUPON TODAY! 


The American Academy of General Practice 
Volker Boulevard at Brookside 
Kansas City 12, Missouri 


iption to GP (at $5 per year) for: 


O resident C fraternity 0 library 


“ 
| 
: 
Payment enclosed) Bill me. 
6 (MAKE CHECK PAYABLE TO: GP) 
i 
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appearing in 
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SUBJECT INDEX 


ADRENAL GLANDS 
adrenogenital syndrome (tip), February, 
p- 145 
corticosteroids, growth suppression due to (tip), 
June, 1959, p. 143 
Cushing’s syndrome, hypersensitivity and (tip), 
April, 1959, p. 162 
tumor, tests for (info pl), February, 1959, p. 158 
Acranutocytosis, phenothiazine induced (ed), June, 
1959, p. 79 
ALLERGY: See also Methoxsalen. 
changing allergic state, familial pattern and treat- 
ment in (Silbert), *March, 1959, p. 123 
erythromycin, allergenicity of (tip), May, 1959, 
p- 150 
insect stings, results of desensitization (Stier and 
Stier), *March, 1959, p. 103 
hypersensitivity, egg and vaccines (tip), April, 
1959, p. 166 
intramuscular iron, reaction to (tip), May, 1959, 
p- 145 
tranquilizers, sensitivity to (tip), April, 1959, p. 162 
viomycin hypersensitivity (tip), March, 1959, p. 156 
urticaria, chronic and dental infection (tip), March, 
1959, p. 171 


1959, 
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Index to Volume Nineteen 


JANUARY, 1959 THROUGH JUNE, 1959 


ALKALINE PHOSPHATASE, staining technique for (info 
pl), January, 1959, p. 126 
AMPHOTERICIN B: See Histoplasmosis. 
ANEMIA, PERNicious, masked (tip), March, 1959, p. 164 
ANEMIA, SICKLE CELL 
trait (tip), February, 1959, p. 143 
trait plus hereditary spherocytosis (tip), June, 1959, 
p. 146 
ANGINA PECTORIS 
antianginal agents, assay of (Griffith, Cole, Kaye), 
*January, 1959, p. 101 
intractable (tip), May, 1959, p. 151 
Marsilid (Iproniazid) in (tip), February, 1959, p. 146 
therapy of (tip), April, 1959, p. 162 
ANTICOAGULANTS AND HEMOPERICARDIUM (tip), March, 
1959, p. 159 
ANTIBIOTICS: See also under specific names. 
antibiotic sensitivity methods (tip), January, 1959, 
p. 131 
antibiotic therapy: clinical application of available 
agents (Schirger, Martin and Nichols), *Febru- 
ary, 1959, p. 102 
Demethylchlortetracycline (DMTC) (tip), April, 
1959, p. 176 
Kanamycin (ed) January, 1959, p. 78 
during measles, prophylaxis (tip), June, 1959, p. 133 
prophylaxis, postoperative (tip), April, 1959, p. 164 
tests for antibiotic sensitivity (tip), January, 1959, 
‘p- 129 
tetracycline plus glucosamine (tip), April, 1959, 
p. 171 
tetracycline with vitamins for acute respiratory in- 
fections (tip), May, 1959, p. 145 
therapy, office selection of (Littman), *May, 1959, 
p- 125 
AorRTA 
aneurysm dissecting (tip), April, 1959, p. 181 
coarctation of the (tip), May, 1959, p. 146 
homografts, follow up on patients with (tip), June, 
1959, p. 145 
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intimal hemorrhage (tip), June, 1959, p. 139 
Apoptexy: See also Arteries Cerebral. 
strike back at stroke (ed), March, 1959, p. 81 
ARTERIES, CEREBRAL: cerebral vascular accidents, a pro- 
file of today, *(Wright), February, 1959, p. 117 
ARTERIES, CORONARY 
circulation of (tip), April, 1959, p. 179 
disease, anticoagulants in (tip), May, 1959, p. 161 
disease, genesis of (tip), March, 1959, p. 157 
disease, triglycerides in (tip), May, 1959, p. 146 
embolism, coronary (tip), March, 1959, p. 161 
statistics (tip), April, 1959, p. 160 
tachycardia and the coronary circulation (tip), Jan- 
uary, 1959, p. 129 
treatment of (info pl), February, 1959, p. 157 
ARTERIES, CAROTID, aneurysm of (tip), April, 1959, 
p- 167 
ARTERIES, INTERNAL Mammary, ligation of (tip), Febru- 
ary, 1959, p. 148 
ARTERIES, MESENTERIC, mesenteric vascular occlusion, 
(tip), June, 1959, p. 142 
ARTERIES, PERIPHERAL 
grafts, nylon and teflon (tip), April, 1959, p. 182 
muscle flow in arteriosclerosis obliterans (tip), 
February, 1959, p. 154 
ARTERIES, PULMONARY 
anomalous left (tip), April, 1959, p. 171 
ArTuritis, (Rogers and Black), *June, 
1959, p. 104 
AsIAN FLu 
skin reaction (tip), January, 1959, p. 132 
vaccine (tip), February, 1959, p. 147 
ATHEROSCLEROSIS, experimental (ed), June, 1959, p. 80 


Bacreriat Enpocarpitis, blood cultures, importance 
in (ed), June, 1959 p. 80 
Boop, preservation of by freezing (tip), June, 1959, 
p-. 135 
BLoop CLOTTING 
clotting and bleeding times, inadequacy of (tip), 
April, 1959, p. 166 
Hageman factor, a function of (tip), March, 1959, 
p. 156 
milky plasma (info pl), June, 1959, p. 148 
BoNnEs 
epicondylitis of the humerus (tip), April, 1959, 
p- 159 
epicondylitis, prednisolone in treatment of (tip), 
June, 1959, p. 143 
healing (tip), March, 1959, p. 171 
hip fractures, life expectancy (tip), April, 1959, 
p- 175 
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metastatic disease, arteriographic picture of (tip), 
April, 1959, p. 170 

orthopedic problems, common, of interest to the 
general practitioner (Marmor), *May, 1959, 
p- 109 

osteomyelitis of the hip, chronic (tip), April, 1959, 
p- 168 

prosthesis finger-joint (tip), May, 1959, p. 154 

Breast, carcinoma of (tip), May, 1959, p. 153 


Cancer: See also under organ or region affected. 
bronchogenic (Katz) *April, 1959, p. 122 
bronchogenic under 40 years of age (tip), March, 
1959, p. 172 

cervical stump, delayed (tip), April, 1959, p. 168 

chemotherapy of (tip), April, 1959, p. 170 

colon, carcinoma—the surgical management of (Mil- 
ler), *April, 1959, p. 87 

detection in general practice (Loeb), *April, 1959, 
p- 114 

malignant mesothelioma of pleura (tip), January, 
1959, p. 134 

multiple cancer (tip), March, 1959, p. 159 

neurologic syndromes in (tip), June, 1959, p. 132 

pancreatic carcinoma, duodenal obstruction with 
(tip), February, 1959, p. 154 

trends in cancer mortality (ed), January, 1959, 

pedicle sign (tip), February, 1959, p. 140 

Capian’s SYNDROME (tip), January, 1959, p. 134 

Ceuiac Disgase, gluten-free diet in (tip), March, 1959, 
p- 162 

CEREBROSPINAL FLUID, changes in (tip), March, 1959, 
p- 160 

CERVIX, carcinoma, detection of (tip), June, 1959, 
p- 143 

CHILDREN, preanesthetic medication for (tip), May, 
1959, p. 153 

CHLORPROMAZINE (Thorazine), susceptibility to infec- 
tion with (tip), June, 1959, p. 138 

CutoroTHiazwe (Diuril), jaundice during therapy 
(tip), January, 1959, p. 133 

Cuavicte, fractured, treatment of (Mandel), *April, 
1959, p. 145 

Cumacteric: See Gynecology. 

CuinicaL BacTERIOLOGY-IMMUNOLOGY CONFERENCE, 
PHTHISIS, SCROFULA AND RELATED ANACHRONISMS, 
February, 1959, p. 95 

CLINICOPATHOLOGIC CONFERENCE, January, 
p. 121 

Crime: See Medical Practice. 

CyctosERINE: See Tuberculosis. 
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TREMENS 
electrolyte charges in (tip), June, 1959, p. 136 
treatment of (tip), June, 1959, p. 130 
DEMETHYLCHLORTETRACYCLINE: See Antibiotics. 
DERMATOLOGY 
chymotrypsin in (tip), June, 1959, p. 135 
dermatcses, treatment of (tip), June, 1959, p. 134 
diagnosis and treatment of psychocutaneous dis- 
orders (Seitz), *January, 1959, p. 80 
sarcoidosis of the skin (tip), June, 1959, p. 137 
DiaBeres MELLITUS 
congenital anomalies and (tip), March, 1959, p. 159 
diabetic patient, insulin, sulfonylureas and (Haunz), 
*April, 1959, p. 124 
hypophysectomy in severe (tip), February, 1959, 
p- 150 
in pregnancy (Baldwin, Griese, Heersma and 
Lewis), *June, 1959, p. 109 
Dysphonia, executive’s (ed), February, 1959, p. 83 


Ear 
external, total reconstruction of (tip), May, 1959, 
p- 161 
inner, disturbances of (tip), March, 1959, p. 167 
otitis externa (info pl), May, 1959, p. 142 
otitis media, treatment of (tip), March, 1959, p. 161 
pain on flying (info pl), March, 1959, p. 174 
Economics, MEDICAL 
and your opinion, doctor, May, 1959, p. 178 
commission on legislation and public policy, report 
of, May, 1959, p. 184 
economic problems (ed) January, 1959, p. 77 
Keogh-Simpson Bill—the AMA and, June, 1959, 
p- 149 
medical care plans, report on (Kemp), May, 1959, 
163 
new medical expense tax deduction, what it means 
to the general practitioner (Parker), March, 1959, 
p- 191 
pharmaceutical manufacturers and the public, pres- 
sure points between (Beckwith), June, 1959, 
p- 151 
ten years of socialism (ed), February, 1959, p. 79 
Epucation, MEDICAL 
doctor as a teacher (Dowling), *May, 1959, p. 93 
patient’s reaction to bedside teaching (ed), January, 
1959, p. 76 
problems in for general practice Cucieesd. May, 
1959, p. 181 
problems in (ed), March, 1959, p. 81 
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retrospective analysis (ed), April, 1959, p. 82 
teaching techniques (ed), April, 1959, p. 81 
a troublesome task (ed), April, 1959, p. 80 
two-way radio conferences—a new method for post- 
graduate education (Woolsey), April, 1959, p. 185 
ELECTROCARDIOGRAM 
neurocirculatory asthenia, in (ed), April, 1959, p. 81 
in scleroderma (tip), March, 1959, p. 164 
postprandial T-Wave changes (tip), February, 1959, 
p. 144 
Emotionat Stress, effects of (tip), January, 1959, 
p. 134 
EmpuHyYsEMA: See under Lungs. 
Envuresis, in children (Bakwin) *April, 1959, p. 120 
Enpocarpiris, BACTERIAL, treatment of (tip), April, 
1959, p. 158 
EsopuacGeat Varices: See Gastrointestinal Tract. 
EsopHaGus 
carcinoma (tip), May, 1959, p. 158 
hernia, esophageal, pneumoperitoneum for (tip), 
March, 1959, p. 158 
varices, hemorrhage from (ed), June, 1959, p. 81 
motility (tip), February, 1959, p. 142 
short, treatment of (tip), March, 1959, p. 172 
tamponade, hazards of (tip), April, 1959, p. 173 
Ewine’s Sarcoma (tip), April, 1959, p. 177 
EYE 
ocular therapy, topical (tip), June, 1959, p. 144 
styes—treatment of (tip), April, 1959, p. 169 


Fat 
intravenous (tip), May, 1959, p. 150 
lipemia, effect on arterial circulation (tip), May, 
1959, p. 160 


Ga. BLADDER 
cholecystectomy, serum transaminase after (tip), 
April, 1959, p. 165 
cholecystitis, acute, treatment of (tip), June, 1959, 
p. 141 
cholecystography orabilex for. (tip), April, 1959, 
p- 173 
GanGRENE, of the extremities (tip), June, 1959, p. 142 
GASTROINTESTINAL TRACT 
bleedings emergency x-ray studies for (tip), Febru- 
ary, 1959, p. 139 
bleeding from esophageal varices (tip), February, 
1959, p. 153 
carcinoma of and the eosinophil (tip), June, 1959, 
p- 132 
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colonic diverticulae, hemorrhage from (tip), April, 
1959, p. 178 
localization of bleeding (tip), February, 1959, p. 154 
lymphoma of (tip), May, 1959, p. 155 
malrotation of the midgut in infancy (tip), February, 
1959, p. 141 
meconium peritonitis (tip), March, 1959, p. 157 
polyposis, intestinal and oral pigmentation (tip), 
May, 1959, p. 147 
pseudomembranous enterocolitis (tip), March, 1959, 
p- 163 
GENERAL PRACTICE 
mortality survey, 26 years of (Baron), *March, 
1959, p. 110 
trends in (Nyberg), February, 1959, p. 163 
ultraviolet in (Matlin), *May, 1959, p. 99 
GP Quy, January, 1959, p. 118 
GynEcoLocy, climacteric, *the (Weiner-Parks), April, 
1959, p. 94 
GynecomastIA, diagnosis (tip), April, 1959, p. 169 


HEALTH 
physical fitness test (tip), April, 1959, p. 161 
problems of youngsters (tip), February, 1959, p. 146 

Hammon-Ricu SynpROME, pathogenesis of (tip), Jan- 

uary, 1959, p. 127 

Hanp 
flexor tendons, injuries to (tip), April, 1959, p. 179 
injuries of, compression (tip), May, 1959, p. 148 
injuries, diagnosis of (tip), May, 1959, p. 148 
thumb, tactile pad, loss of (tip), May, 1959, p. 157 

HEADACHE, vascular, treatment of (DeJong), *April, 

1959, p. 146 
Heart: See also specific valve lesions. 
ARRHYTHMIAS 
cardiac arrest, treatment of (tip), June, 1959, p. 144 
paroxysmal ventricular tachycardia (tip), April, 
1959, p. 167 

treatment of (tip), February, 1959, p. 144 

massage, in medical patients (Carmichael), (ed), 
May, 1959, p. 83 

surgery—aortic commissurotomy, transventricular 
(tip), April, 1959, p. 180 

calcification of valves, identification (tip), June, 
1959, p. 140 

interventricular septum, ruptured, repair of (tip), 
May, 1959, p. 162 

mitral valvyuloplasty in older persons (tip), January, 
1959, p. 131 

See Surgery. 

Hemorruors, INTERNAL, ligation of as an office proce- 

dure (tip), January, 1959, p. 127 ; 
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HERNIA, intestinal stenosis following (tip), April, 1959, 
174 
HisroptasMosis, AMPHOTERICIN B for (tip), February, 
1959, p. 148 
chronic (tip), June, 1959, p. 134 
diagnosis of (info pl), February, 1959, p. 158 
Hosprrats, CoMMISSION ON, annual report, June, 1959, 
p. 166 
Hypramnios (tip), February, 1959, p. 151 
HypeErsPLENic SYNDROME (tip), March, 1959, p. 163 
HYPERTENSION, in the young (tip), May, 1959, p. 155 
Hypnosis 
parlor, a game for fools (Bloomquist), *May, 1959, 
p- 120 
susceptibility to (tip), April, 1959, p. 161 


IMMUNIZATION 
antitetanus and precautionary measures against 
serum accidents, *(Maurer and Fuchs), February, 
1959, p. 124 
pertussis (tip), June, 1959, p. 131 
INFANTS: See also Children. 
congenital hypertrophy (tip), April, 1959, p. 180 
fecal flora of (tip), June, 1959, p. 130 
hyperbilirubinemia in the premature (tip), April, 


1959, p. 176 

newborn esophageal erosion in the (tip), May, 1959, 
p- 157 

newborn, antibody formation in (tip), June, 1959, 
140 

newborn, sick, the (Hammond), *March, 1959, 
p- 91 

omphalitis and pyelonephritis (tip), April, 1959, 
p- 158 


spleen, rupture of in newborns (tip), April, 1959, 
p- 182 
INFECTIONS, contaminated carafe (ed), April, 1959, 
p- 79 
INFLUENZA, vaccines, effectiveness of (tip), April, 1959, 
p. 177 
INTESTINAL PaRasITIsM, in a rural patient population 
(Kirschenfeld), *March, 1959, p. 93 
INTRATHORACIC DisgasE, biopsy technique in the diag- 
nosis of *(Katz) January, 1959, p. 105 
scalene node biopsy (tip), March, 1959, p. 158 
Isontazip, large doses for TB (tip), January, 1959, 
p- 128 


Jaunpice, during Chlorothiazide therapy (tip), Janu- 
ary, 1959, p. 133 
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Kanamycin: See Antibiotics. 
KIDNEY 
cystitis cystica, treatment of (info pl), June, 1959, 
p- 147 
kidney stones, causes of (tip), March, 1959, p. 161 
micturition syncope (tip), May, 1959, p. 145 
nephrosis, albumin metabolism in (tip), May, 1959, 
p- 147 
renal artery size and renal function (tip), February, 
1959, p. 153 
renal disease, surgically correctible Roentgen mani- 
festations (Tondreau and Murphy), *April, 1959, 
p- 134 
uremia and azotemia *(Berman), February, 1959, 
p- 112 
urine cultures (tip), March, 1959, p. 162 
urine, unusual red cell forms in (Wright), *May, 
1959, p. 118 


Letomyosarcoma, of soft tissues (tip), March, 1959, 
p. 169 
Leucine AMINOPEPTIDASE Activity (tip), January, 
1959, p. 133 
LEUKEMIA 
death rates from (tip), February, 1959, p. 149 
incidence of (tip), February, 1959, p. 143 
ionizing radiation and (tip), April, 1959, p. 169 
new treatment (tip), May, 1959, p. 159 
steroid therapy in (info pl), May, 1959, p. 142 
Liver: See also Lupus erythematous 
abscess, hepatic, due to Ascaris (tip), March, 1959, 
p- 158 
cirrhosis, azotemia and blood ammonium in (tip), 
May, 1959, p. 160 
coma, as seen in a community hospital (Nicholson), 
*June, 1959, p. 93 
disease, blood ammonia in (tip), April, 1959, p. 175 
disease, transaminase in (tip), June, 1959, p. 138 
infectious hepatitis, prevention of (tip), March, 
1959, p. 159 
shunts, hepatic blood flow after (tip), May, 1959, 
p. 150 
wounds of (tip), March, 1959, p. 160 
LuNGs 
of the aged and emphysema (tip), February, 1959, 
p- 150 
amebiasis, bronchopulmonary (tip), April, 1959, 
p. 165 
arteriovenous fistula, pulmonary (tip), June, 1959, 
p- 136 
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aspergillosis, pulmonary (info pl), June, 1959, p. 147 

bronchiolitis from nitrous fumes (tip), May, 1959, 
p- 151 

bronchospasm, nonallergic (Banyai), *May, 1959, 
p. 89 

carcinoma of the (tip), April, 1959, p. 178 

echinococcus, cyst of the (tip), March, 1959, p. 171 

nocardiosis (Katz), *June, 1959, p. 129 

pleural effusion, diagnosis of (tip), June, 1959, 
p- 135 

pneumoperitoneum in infants, postoperative (tip), 
April, 1959, p. 173 

pulmonary embolism, familial (tip), March, 1959, 
p- 166 

sequestration, bronchopulmonary (tip), April, 1959, 
p. 159 

Lupus ErYTHEMATOUS 

liver dysfunctional and (tip), March, 1959, p. 176 

renal failure in (info pl), January, 1959, p. 126 

treatment of (tip), June, 1959, p. 131 

Lympu Nopss, lymphadenitis, suppurative (tip), June, 

1959, p. 132 


MALABSORPTION SYNDROMES (Bolt, French and Pollard), 
*March, 1959, p. 145 
MALIGNANT MESOTHELIOMA: See Cancer. 
Marsiuip: See Angina Pectoris. 
Mass Casuattigs, the medical management of, Febru- 
ary, 1959, p. 133 
MEDIASTINUM 
anterior tumors of (tip), February, 1959, p. 145 
secondary neoplasms of the (tip), Jan., 1959, p. 133 
MEDICAL PRACTICE 
anxiety and medicaments, nolle nocere (Maas), 
*April, 1959, p. 84 
bookkeeping chores—simplified, April, 1959, p. 196 
chronic disease—a public health problem (ed), 
(Chapman), April, 1959, p. 82 
the doctor and the law—new legal code (Benson), 
June, 1959, p. 165 
fire, be prepared for (Lamme), June, 1959, p. 155 
general practice department, functions of, April, 
1959, p. 199 
images of the doctor in a dynamic society (Wirsig), 
May, 1959, p. 170 
is there a doctor in the courtroom (Morris), April, 
1959, p. 190 
Kansas centennial (ed), May, 1959, p. 82 
making the doctor’s office more efficient (Sedgwick), 
May, 1959, p. 174 
medical auditing (Sergent), March, 1959, p. 177 
medical care of the aged (ed), May, 1959, p. 79 
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medical myths—modern version (Gordon), June, 
1959, p. 160 
medical viewpoint for prevention of crime *(Moss), 
February, 1959, p. 92 
neoplasms in, February, 1959, p. 167 
orchids to the San Diego County Medical Society 
(ed), February, 1959, p. 83 
periodic examination (ed), February, 1959, p. 80 
professional liability action, averting (Polsky), 
March, 1959, p. 188 
progress and the patient (ed), February, 1959, p. 83 
who makes the diagnosis (ed), January, 1959, p. 78 
Mepicine Mave 1n Merric (Ernsberger), February, 
1959, p. 179 
MEninciTIs, TuBERCULOUS, diagnostic features (tip), 
February, 1959, p. 139 
MENTAL DisorDERS 
equivalents of depression (tip), February, 1959, 
p. 142 ; 
Soviet psychiatry (ed), June, 1959, p. 81 
MESOTHELIOMA, muitiple, resection of (tip), May, 1959, 
p- 156 
METHOXSALEN, prevention of sunburn and light allergy 
with (Becker), *March, 1959, p. 115 
Mik 
allergy (info pl), June, 1959, p. 148 
bacteria in (info pl), February, 1959, p. 157 
breast feeding (info pl), April, 1959, p. 157 
See Heart Surgery. 
MucocuTaNngzous—OcuLAR SYNDROME (tip), April, 1959, 
p. 180 
Mucovisciposis: See Pancreas. 
MULTIPLE SCLEROSIS, now you see them—etiologic 
agent (ed), May, 1959, p. 82 
Mumps 
virus in urine (tip), March, 1959, p. 156 
vaccine (info pl), January, 1959, p. 125 
MyasTHENIA Gravis, treatment of (Magee), *June, 
1959, p. 116 
MyYELoma, vertebral pedicle sign (tip), February, 1959, 
p- 140 
Myteran: See Polycythemia Vera. 


NALOMORPHINE: See Narcotics. 
NARCOTICS 
addiction, new approach to (Lamme), March, 1959, 
p- 181 
antagonist, nalomorphine (tip), June, 1959, p. 137 
. morphine addiction, detection of (info pl), June, 
1959, p. 147 
NaTuRAL AND Human Resources (ed), January, 1959, 
p. 75 
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Nocarpiosis: See Lung. 
NOSEBLEED, a problem of (info pl), February, 1959, ).. 
157 


OBESITY, anorexigenic agents (tip), June, 1959, p. 137 
OBSTETRICS 
abortion problem (Potter), *April, 1959, p. 105 
antipartum bleeding, the management of (Benson), 
*March, 1959, p. 118 
caudal anesthesia for vaginal delivery (tip), June, 
1959, p. 133 
endocrines in (Baldwin and Greenblatt), *May, 
1959, p. 111 
intrauterine infection, diagnosis of (tip), May, 1959, 
146 
labor, induction of (info pl), March, 1959, p. 173 
parturition, practical and safe pain relief during 
(Kobak), *March, 1959, p. 138 
pregnancy after pneumonectomy (tip), February, 
1959, p. 152 
rubella during pregnancy (tip), May, 1959, p. 152 
Ompuatitis: See Infants. 
Orabitex: See Gall Bladder. 
Ovary, cystomas, ovarian (tip), May, 1959, p. 157 


PANCREAS 
carcinoma of, radiation therapy in (tip), March, 
1959, p. 169 
mucovisidosis (cystic fibrosis of), (Katz), *March, 
1959, p. 109 
sulfonylureas, action of (tip), June, 1959, p. 139 
PANCREATITIS, acute (tip), February, 1959, p. 149 
Para-AMINOoSALIcyLic Acip (PAS) 
hypersensitivity to (tip), January, 1959, p. 132 
preparations, tolerations of (tip), April, 1959, 
p- 160 
single dose of, in association with INH (tip), March, 
1959, p. 155 
PARALYSIS 
facial nerve anastomosis (tip), April, 1959, p. 182 
laryngeal, and spontaneous pneumothorax (tip), 
March, 1959, p. 156 
PARKINSON’s SYNDROME, dyspnea and (tip), March, 
1959, p. 155 
Parotiris: See Staphylococcal Infections. 
Patent Ducrus ARTERIOSUS 
radiologic changes following surgery (tip), Febru- 
ary, 1959, p. 141 
surgical treatment of (tip), January, 1959, p. 130 
PERICARDITIS, constrictive (tip), June, 1959, p. 136 
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PERSONALITIES (in the medical news) 
Askey, E. Vincent, February, 1959, p. 36 
Bayne-Jones, Stanhope, May, 1959, p. 36 
Ewing, Charles H., April, 1959, p. 37 
Hill, Lister (The Hon.), June, 1959, p. 37 
Jervey, Harold E., May, 1959, p. 36 
Kirkham, William R., June, 1959, p. 36 
Lester, Roy T., June, 1959, p. 36 
Lull, George F., February, 1959, p. 36 
Mitchell, William L., February, 1959, p. 37 
Moorhead, Robert J., January, 1959, p. 36 
Niess, Oliver K. (Major General), January, 1959, 
. 36 
Pt ty Howard A., March, 1959, p. 36 
Simpson, (Rep.) Richard M., March, 1959, p. 36 
Smith, Austin, January, 1959, p. 37 
Trussell, Ray E., March, 1959, p. 37 
Turner, Edward L., April, 1959, p. 36 
Walsh, John G., May, 1959, p. 37 
Wiggins, Walter S., April, 1959, p. 36 
Petrr Mat, and brief seizures (tip), February, 1959, 
p- 146 
PHEOCHROMOCYTOMA, unusual location (tip), June, 
1959, p. 130 
PrronmpaL DisEASE, management without excision (Ja- 
cobson), *March, 1959, p. 84 
Pitonipat Sinus, primary closure of (tip), June, 1959, 
p. 146 
PLEURAL FLUID, protein content in (tip), February, 
1959, p. 139 
PNEUMONIA, adenovirus (tip), March, 1959, p. 156 
POISONING 
Favism (tip), June, 1959, p. 143 
alcoholic intoxication, due to sponging (tip), Jan- 
uary, 1959, p. 132 
boric acid (tip), March, 1959, p. 170 
carbon tetrachloride (info pl), March, 1959, p. 173 
ferrous sulfate (tip), February, 1959, p. 150 
salicylate, in children (tip), January, 1959, p. 128 
naphthalene, anemia due to (tip), March, 1959, 
p- 164 
naphthalene (tip), March, 1959, p. 164 
rattlesnake bite, hydrocortisone for (tip), May, 1959, 
p- 153 
POLIOMYELITIS: See also Thrombophlebitis. 
vaccine, fourth dose (info pl), January, 1959, 
p- 126 
PotycyTHEMIA Vera (info pl), May, 1959, p. 141 
myleran therapy (tip), February, 1959, p. 149 
PoRPHYRIA, treatment of (info pl), May, 1959, p. 141 
POSTADENOTONSILLECTOMY: See Surgery. 
Power Lawn Mowers, injuries from—some roent- 
genographic aspects *(Byrne, Bringhurst and 
Gershon-Cohen), February, 1959, p. 127 
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PROPADRINE HYDROCHLORIDE (info pl), January, 1959, 
p- 125 

PROSTATE, carcinoma of the (tip), February, 1959, 
p- 151 

ProcainE use of (info pl), March, 
1959, p. 174 

Pseupomonus SeprTiceMiA (tip), April, 1959, p. 176 

PsycHosomatic MepicinE: See Dermatology. 

PsYCHOTHERAPY: See also Mental Disorders. 

can the general practitioner do (Seitz), *March, 

1959, p. 126 

PYRAZINAMIDE: See Tuberculosis. 

PYROGLOBULINEMIA (tip), June, 1959, p. 134 


RapiaTion Hazarps (ed), May, 1959, p. 80 
RADIATION 
Strontium—90, soil contamination with (tip), May, 
1959, p. 159 
thermal, protective clothing against (tip), May, 
1959, p. 158 
RHEUMATIC FEVER 
Casper, Wyo. program (info pl), April, 1959, 
p- 157 
diagnosis of (info pl), May, 1959, p. 141 
flare-up of (tip), March, 1959, p. 165 
penicillin prophylaxis in (tip), April, 1959, p. 171 
pneumonitis, rheumatic (tip), March, 1959, 
168 
still prevalent (ed), May, 1959, p. 81 
RuINoPpHYMA, treatment of (tip), April, 1959, p. 170 
Risrocetin: See Staphylococcal Infections 


Suicosis, 1958 (tip), February, 1959, p. 146 


- SpectaL Features: ten looks at the future, January, 


1959, p. 135 
Spier Bire, necrotic (tip), January, 1959, p. 130 
Spine, degenerated disc, a study of the (Cook), *June, 
1959, p. 84 
STAPHYLOCOCCAL INFECTIONS 
antibiotics against (tip), June, 1959, p. 138 
mixtures of staphylococci in cultures (tip), May, 
1959, p. 152 
parotitis (tip), March, 1959, p. 170 
penicillin-resistant staphylococci (info pl), January, 
1959, p. 126 
pneumonia, staphylococcal, surgical complications 
in (tip), April, 1959, p. 159 
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present day problems of (Dowling), *March, 1959, 
134 
resistant Staphylococci in children (tip), February, 
1959, p. 147 
Ristocetin failure in (tip), March, 1959, p. 168 
STELLATE GANGLION Biock, hemiplegia, treatment of 
(info pl), March, 1959, p. 174 
STOMACH 
cancer, following gastric surgery (tip), April, 1959, 
p. 174 
diseases of, diagnosis by gastroscopy and gastro- 
scopic biopsy (Benedict), *May, 1959, p. 84 
gastrectomy, sequels of (tip), June, 1959, p. 139 
gastrectomy, subtotal, vitamin By absorption with 
(tip), May, 1959, p. 147 
polyps (tip), April, 1959, p. 178 
ulcer, medical or surgical treatment (Kron), *April, 
1959, p. 93 
STRESS INCONTINENCE, the management of, by general 
practitioners (Salzer), *March, 1959, p. 98 
STrEss SYNDROMES, results of therapy in (tip), January, 
1959, p. 129 
SuIcipE, a study of (tip), February, 1959, p. 151 
SurGery: See also under specific diseases, organs and 
operations. 
postadenotonsillectomy home care *(Gregg), Janu- 
ary, 1959, p. 92 
abdominoperineal resection—sexual function after 
(tip), April, 1959, p. 163 
in the aged (Hallenbeck), *June, 1959, p. 89 
asthmatic, hazards of, in the (tip), April, 1959, 
172 
bowel evacuation in surgical patients (tip), March, 
1959, p. 164 
carcinoma of the colon—surgical management of 
(Miller), *April, 1959, p. 87 
endocrine ablation, management of patients with 
(Hollander), *June, 1959, p. 99 
exposure and suction drainage for large wounds 
(tip), February, 1959, p. 142 
hemipelvectomy for bone tumors (tip), February, 
1959, p. 142 
herniorrhaphy in the aged (tip), April, 1959, p. 168 
homografts, arterial (ed), April, 1959, p. 80 
lower jaw and hyoid reconstruction after loss of 
(tip), June, 1959, p. 146 
for sarcoma (tip), April, 1959, p. 174 
skin suture marks (tip), February, 1959, p. 141 
split-skin donor sites, healing of (tip), June, 1959, 
p- 132 
surgical abdomen (Ely and Ault), *May, 1959, 
p- 102 
tonsillectomy, aspirin after (info pl), May, 1959, 
p. 142 
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SYNDROME 
Adrenogenital, February, 1959, p. 145 
Caplan’s, January, 1959, p. 134 
Cushing’s, April, 1959, p. 162 
Hammon-Rich, January, 1959, p. 127 
Hypersplenic, March, 1959, p. 163 
Malabsorption, March, 1959, p. 145 
Mucocutaneous-ocular, April, 1959, p. 180 
Parkinson’s, March, 1959, p. 155 
Stress, January, 1959, p. 129 


T 


Taxes, last-minute pointers for your 1958 income tax 
return (Parker), February, 1959, p. 159 
TESTES 
malignant tumors, treatment of (tip), June, 1959, 
p. 141 
spermatic cord, torsion of (tip), February, 1959, 
p- 140 
undescended *(Kiesewetter), January, 1959, p. 95 
TETANus: See also Immunization. 
serum reaction (info pl), March, 1959, p. 173 
Tuorax: See also Intrathoracic Disease. 
cough fracture of the ribs, *(Katz), February, 1959, 
p- 138 
lacerations of the great vessels of (tip), February, 
1959, p. 154 
‘THROMBOPHLEBITIS 
acute venous thrombosis, treatment of (tip), March, 
1959, p. 165 
cause of, industrial injury or malignancy (Popkin), 
*April, 1959, p. 102 
in poliomyelitis (tip), March, 1959, p. 167 
thrombosis venous, and pulmonary embolism, May, 
1959, p. 150 
THYROID 
cancer, papillary (tip), April, 1959, p. 178 
cancer, surgery for (tip), March, 1959, p. 160 
disease, treatment of (Carr), *May, 1959, p. 132 
function, evaluation of (tip), April, 1959, p. 177 
function, tendon reflexes and (tip), April, 1959, 
p- 179 
thyroid heart disease (tip), June, 1959, p. 145 
iodine, metabolism requirement and goiter preven- 
tion *(Swenson and Smith), February, 1959, p. 84 
myxedema (tip), May, 1959, p. 152 
myxedema reflex in children (tip), April, 1959, 
p- 174 
masked hypothyroidism, colon symptoms and 
(Palmer), *April, 1959, p. 132 
thyroiditis, subacute (tip), March, 1959, p. 168 
TREMBLING OF THE CHIN, familial (tip), January, 1959, 
p- 130 
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TUBERCULOSIS, pulmonary. See Clinical Bacteriology- 
Immunology Conference. See Isoniazid. 
. ataractic therapy in (tip), May, 1959, p. 156 
bacilli, late discharge of (tip), May, 1959, p. 156 
chemotherapy of *(Davey), January, 1959, p. 107 
cycloserine and pyrazinamide for (tip), April, 1959, 
p- 164 

cycloserine and viomycin for (tip), May, 1959, 
p. 158 

future treatment and control of (tip), February, 
1959, p. 148 

home care of patients with (tip), February, 1959, 
p- 152 

kanamycin for (tip), May, 1959, p. 158 

laryngeal (tip), May, 1959, p. 151 

miliary (acute hematogenous) (Katz), *May, 1959, 
p. 131 

miliary fatal, in an immunized child (tip), January, 
1959, p. 128 

mortality in elderly men (tip), March, 1959, p. 157 

patch test (info pl), March, 1959, p. 173 

pleural effusion (tip), February, 1959, p. 152 

pulmonary, relapse in (tip), April, 1959, p. 163 

resection for (tip), March, 1959, p. 166 

resection, pulmonary for (tip), April, 1959, p. 168 

testing and case finding (tip), March, 1959, p. 155 


Uremia AND Azoremia: See Kidneys. 
Uric Acips, hyperuricemia, significance of (tip), April, 
1959, p. 161 
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VEINS, superior vena caval, obstruction (tip), April, 
1959, p. 181 
VENEREAL DISEASES 
gonorrhea and syphilis, treatment of (info pl), 
February, 1959, p. 158 
syphilis, treatment of (info pl), March, 1959, p. 173 
Viramin D Intoxication (tip), February, 1959, p. 143 
Viomycin: See Allergy. 


WanrraRIN, anticoagulant effects of (tip), March, 1959, 
167 


Water, fluoridation, individualized (info pl), April, 
1959, p. 155 


X-ray: See Power Lawn Mowers. 
See Gastrointestinal Tract. 
roentgen manifestations of surgically correctible 
renal disease (Tondreau and Murphy), *April, 
1959, p. 134 
Venography, improved method (tip), June, 1959, 
p- 142 
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the attractive 


Jesse Jones Volume File 


Specially designed and produced for GP, this File 
will keep one volume (six issues) clean, orderly, 
and readily accessible. In a combination light blue 
and dark blue Kivar, which looks and feels like 
leather, its 16-carat gold leaf hot-embossing makes 
it a: fit companion for your finest bindings. Your 
back issues are protected against dirt and wear— 
any specific issue can be located instantly. 


Jesse Jones Box Corp.. ‘ 
P. O. Box 5120, Philadelphia 41, Pa. 


Please send me, prepaid 


Name. 


GP Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


PRESERVE 
YOUR COPIE 


Despite its rich appearance, the Volume File is rea- 
sonably priced. Carefully packed and sent postpaid, 
Files cost only $2.50 each. Many GP readers find 
it more convenient and economical to order 3 for 
$7.00 or 6 for $13.00. If you are not entirely sat- 
ished, for any reason, return the File to us within 
10 days for a full refund. 


Address 


City, State 


: 
4 
4 
MAIL COUPON AND -CHECK DIRECT TO MANUFACTURER ‘FOR PROMPT. SHIPMENT 
Guarant = 
Jones Fi 
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Garland, Joseph, January, 1959, p. 142 
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Gordon, William H., June, 1959, p. 160 
Greenblatt, Robert B., May, *1959, p. 111 
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Griese, G. G., June, *1959, p. 109 

Griffith, George C., January, *1959, p. 101 


Hallenbeck, George A., June, *1959, p. 89 
Hammond, Keith, March, *1959, p. 91 
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Jackson, Holland T., May, 1959, p. 181 
Jacobson, Philip, March, *1959, p. 84 


Katz, Sol, January, *1959, p. 105; February, *1959, 
p- 138; March, *1959, p. 109; April, *1959, p. 122; 


May, *1959, p. 131; June, *1959, p. 129 
Kaye Harry, January, *1959, p. 101 
Kemp, Walter H., May, 1959, p. 163 


Kiesewetter, William B., January *1959, p. 95 


Kirschenfeld, J. J., March, *1959, p. 93 
Kobak, Alfred J., March, *1959, p. 139 
Kron, Samuel D., April, *1959, p. 93 


Lamme, Lois, March, 1959, p. 181; June, 1959, p. 155 


Lewis, R. F., June, *1959, p. 109 
Littman, M. L., May, *1959, p. 125 
Loeb, Roland A., April, *1959, p. 114 


Maas, James, April, *1959, p. 85 
Magee, Kenneth R., June, *1959, p. 147 
Mandel, Joel E., April, *1959, p. 145 
Marmor, Leonard, May, *1959, p. 109 
Martin, William J., February, *1959, p. 102 
Matlin, Edwin, May, *1959, p. 99 

Maurer, Murray L., February, *1959, p. 124 
Miller, Edward M., April, *1959, p. 87 
Morris, R. Crawford, April, 1959, p. 190 
Moss, Bertram B., February, *1959, p. 92 
Murphy, John J., April, *1959, p. 134 


_ Nichols, Donald R., February, *1959, p. 102 


Nicholson, Joseph H., June, *1959, p. 93 
Nyberg, Charles E., February, 1959, p. 163 


Palmer, Eddy D., April, *1959, p. 132 
Parker, Allan J., February, 1959, p. 159; 
March, 1959, p. 191 
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Parks, John L., April, *1959, p. 94 
Perry, Richard B., February, *1959, p. 109 
Pollard, Marvin, March, *1959, p. 145 
Polsky, Samuel, March, 1959, p. 188 
Popkin, Roy J., April, *1959, p. 102 
Potter, Edith L., April, *1959, p. 105 


Rogers, Daniel M., June, *1959, p. 104 
Rose, John C., February, *1959, p. 109 
Rusk, Howard A., January, 1959, p. 143 


Salzer, Richard B., March, *1959, p. 99 
Schirger, Alexander, February, *1959, p. 102 
Sedgwick, John R., May, 1959, p. 175 
Seitz, Philip F. D., January, *1959, p. 80; 
March, *1959, p. 126 
Sergent, Joseph A., March, 1959, p. 177 
Shannon, James A., January, 1959, p. 144 
Silbert, Nathan E., March, *1959, p. 123 
Smith, William P., February, *1959, p. 84 
Stier, Robert A., March, *1959, p. 103 
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How much versatility is enough? 
That depends. You don't 
ordinarily need a jackknife- 
of-all-trades. But for 

asthma, emphysema, 

chronic bronchitis, 
bronchiectasis; 
you do need the je 
most versatile bronchorelaxant 
you can prescribe. Caytine is the 
first bronchodilator effective by J 
mouth and/or injection and/or C@@ 
inhalation. Here's versatility that 
lets you individualize therapy so 
that each patient gets greatest 
relief with fewest side effects. 


Lakeside Laboratories, Inc. 


bottles with dropper. CAYTINE Injection (intramuscular, subcutaneous), 0.5 mg./cc., in 1-cc. ampuls, boxes of 4. 
CAYTINE is the only brand of the a[(a-methyl-3,4-methylenedioxyphenethylamino)-methy!]-protocatechuy! alcohol hydrochloride. ; 
49559 


specify Lactu WW? a well tolerated formula... widely and satisfactorily used 


Normal Stool Frequency with Lactum' Incidence of Loose Stools Negligible? 190 Hospitalized Infants 
Lactum was fed to 57 normal infants for 2 to 10 Loose 
months. The investigators observed: “In no case Age No. Cases Stoolst 
was there any history of persistent diarrhea. In Birth 14 0 
forty-eight intants, the usual number of stools was 1 mo. 36 oO 
one to two daily; in only nine were there three, or 2 mo. 27 1 
occasionally four a day.” — = : 

5 mo. 14 oO 
Low Incidence of Loose Stools in Hospital Study? Sas. 3 : 
In a clinical study of 180 sick and 10 well infants 8 mo. 11 re) 
fed Lactum, the investigator reported: ‘“‘There was on mo. = . 
no diarrhea in any of the infants except in those ca. ll 0 
patients whose diagnosis on admission was infectious 12 mo. _10 b 3 
diarrhea ... we have been convinced that inclusion 190 3 (1.6%) 


of adequate added carhohydrate in... [{Lactum] 
during stress periods, such as diarrhea, is definitely 
advantageous.” 2. Henrickson, W. E.: GP 8: 51-56 (Oci.) 1953. — 


® 
to avoid baby’s discomfort and mother’s anxiety... specify Lactum liquid “instant” powder 
Modified milk formula, Mead Johnson 


9 ] 4 Mead Johnson 


Symbol of service in medicine FP-2659M 
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